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Cross section of active duodenal ulcer. 


Dramatic Remission of Ulcer Pain 


Pain of ulcer is associated with 


2 hypermotility; the pain is relieved when abnormal 


motility is controlled by Pro-Banthine.® 


a studying! the mechanism of ulcer pain, it is 
obvious that there are at least two factors which 
must be considered: namely, hydrochloric acid 
and motility. 

“.,. Our studies indicate that ulcer pain in the 
uncomplicated case is invariably associated with 
abnormal motility. ... 

“Prompt relief of ulcer pain by ganglionic 
blocking agents... coincided exactly with cessa- 
tion of abnormal motility and relaxation of the 
stomach.” 

Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of pro- 
pantheline bromide) is a new, improved, well 
tolerated anticholinergic agent which consistently 
reduces hypermotility of the stomach and intes- 
tinal tract. In peptic ulcer therapy? Pro-Banthine 
has brought about dramatic remissions, based on 
roentgenologic evidence. Concurrently there is a 
reduction of pain or, in many instances, the pain 


and discomfort disappear early in the program 
of therapy. 

One of the typical cases cited by the authors? 
is that of a male patient who refused surgery 
despite the presence of a huge crater in the duo- 
denal bulb. 

“This ulcer crater was unusually large, yet on 
30 mg. doses of Pro-Banthine [q.i.d.] his symp- 
toms were relieved in 48 hours and a most dra- 
matic diminution in the size of the crater was 
evident within 12 days.” 

Pro-Banthine is proving equally effective in the 
relief of hypermotility of the large and small 
bowel, certain forms of pylorospasm, pancreatitis 
and ureteral and bladder spasm. G. D. Searle & 
Co., Research in the Service of Medicine. 
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2. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. ©.: 
A Clinical Evaluation of a New Anticholinergic Drug, Pro- 
Banthine, Gastroenterology 25 :416 (Nov.) 1953. 
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Anatomic Dangers in Gallbladder Surgery 


Manuel E. Lichtenstein, M.D. 
Chicago 


The anatomic dangers in gallbladder surgery 
have been reported by many workers in this field 
‘or many years and they are well described and 
illustrated in most text books and current medi- 
cal journals. However, the dangers are not always 
appreciated well enough, accidents continue to 
occur and it is necessary to reemphasize the 
points in anatomy that are concerned with the 
ultimate recovery and well being of the patient 
following cholecystectomy. 

An injury to the common duct even when it 
is recognized immediately and corrective meas- 
ures are instituted promptly may be followed by 
stricture, cholangitis, biliary cirrhosis, prolonged 
disability and death of the patient. When un- 
recognized, the disability may be even greater, 
corrective measures become more difficult to 
carry out and damage to the liver is progressive 
and ultimatelf fatal. Thus, the prevention of 
injuries and the avoidance of accidents must be 
kept in mind constantly. 

A common anatomic danger in gallbladder 
surgery is the abdominal wall incision. The dan- 
ger lies in the possibility of post operative her- 
niation due either to faulty healing from one or 
several of a variety of causes or malocclusion of 
the layers of the abdominal wall when closure 
of the wall is done. While the causes of faulty 
healing are well known and can be guarded 
against by proper nourishment, prevention of 
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of Medicine; Associate Professor of Surgery, North- 
western University Medical School. 

Presented before the Section on Surgery, 113th An- 
nual Meeting, Illinois State Medical Society, Chicago, 
May 20, 1953. 
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infection and avoidance of distracting forces on 
the suture line, the anatomic factor of complete 
and accurate closure of the posterior sheath of 
the rectus muscle with its transversus muscle, 
transversalis fascia and the attached peritoneum 
needs constant reemphasis. Failure to suture this 
important layer due to neligence or inability to 
do so because of inadequate abdominal wall re- 
laxation is the most common cause for post- 
operative herniation. Attention to the details of 
closure is well worth whatever additional time it 
takes to make a “blow out” proof closure. Suture 
materials should hold the tissues in approxima- 
tion until healing is well established. 

A second anatomic danger related to the ab- 
dominal wall incision is its size and the degree 
of exposure it affords. The incision should be 
large enough to permit exploration of the ab- 
dominal viscera, visualization of the field con- 
cerned in the operation and make possible re- 
moval of the gallbladder, probing of the ducts 
when necessary and control of bleeding that may 
be due to accident, disease or design. Frequently 
injuries to the ducts and blood vessels are due to 
inadequate or faulty exposure but many patients 
fail to make complete recoveries with relief from 
symptoms because of inadequate exploration. 
Pathologic processes responsible for symptoms 
could be seen or palpated on exploration but 
usually they are not sought for because of the 
inadequate exposure. Hiatus hernia, gastric or 
duodenal ulcer, benign or malignant tumors and 
inflammatory processes of the gastro-intestinal 
tract are overlooked and are responsible for the 
continuation of symptoms. Whether the surgeon 


prefers the oblique, transverse or longitudinal 
incision is not as important as the size of the in- 
cision. It must be large enough to afford good 
exposure. When coupled with a good light and 
gentle, careful retraction by an assistant who is 
conscious of his responsibility not to injure the 
tissues ; adequate exposure will serve to prevent 
most of the accidents that actually occur in this 
field. 

Accidents involving blood vessels and ducts 
may be immediately fatal, or result in prolonged 
disability before recovery takes place. In some pa- 
tients recurring disabling episodes ultimately re- 
sult in such changes in the liver that complete re- 
covery is impossible and life is thereby shortened. 
Ligation of the hepatic artery distal to the gas- 
tro-duodenal may result in such extensive necrosis 
that the degree of liver damage is incompat- 
ible with life. This should call attention to the 
need for a satisfactory exposure of the neck and 
cystic duct of the gallbladder in order that large 
pulsating vessels may be seen, palpated and re- 
main undisturbed. No matter how many cystic 
arteries may be present, any or all of them should 
be ligated where they are seen to enter the gall- 
bladder. The closer to the gallbladder vessels are 
ligated the lesser the likelihood the hepatic ves- 
sels will be ligated or injured. There is no fixed 
position for all cystic arteries. They are ligated 
best when they are visualized as they erfter the, 
gallbladder. Here the admonition “take a good 
look” is more in order than clamping in the dark 
with a prayer and a hope that nothing but the 
cystic artery was caught by the clamp. 

During surgery traction on the neck of the 
gallbladder causes the cystic artery or arteries to 
become taut and unless care is taken the vessel 
may be torn or mistaken for a fibrous band and 
cut with resulting hemorrhage. 

The sites of origin of the cystic artery or ar- 
teries are from any branch of the coeliac axis of 
the aorta, the superior mesenteric artery or the 
aorta itself. While most commonly the cystic 
artery comes from the right hepatic artery, its 
origin from a large vessel at some distance from 
the gallbladder may subject it to injury during 
the act of retraction of the viscera adjacent to 
the gallbladder. This further emphasizes the need 
for care in the initial phase of cholecystectomy 
when the viscera are exposed and the field opened 
to view. 
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There are variations in the relative positions 
of the cystic duct and the cystic artery. While 
it has been emphasized that the vessels to the 
gallbladder are always on the medial size of the 
cystic duct experience shows that this is not al- 
ways the case for the vessel or vessels may be 
lateral to the duct. Again I wish to emphasize the 
need for looking at the well exposed viscera and 
in a well illuminated field before any structure 
is cut. 

There is danger when a vessel is cut or torn 
and retracts out of the field. The accumulation 
of blood obscures the ducts and makes possible 
the accidental injury to these structures in an 
effort to control bleeding. The insertion of the 
left index finger into the foramen of. Winslow 
makes possible compression of the hepatic artery 
with the left thumb. This helps to control bleed- 
ing and permits the irrigation of the field with 
saline solution. “Drying” of the field by suction 
reveals the extent of injury. It is now possible 
te- locate the bleeding point and thus avoid in- 
jury to the ducts. 

There are marked variations in the length of 
the cystic duct. The extremely short ones are less 
than a centimeter in length and favor injury to 
the hepatic or common ducts. Others are as long 
as the gallbladder itself. Frequently a long cystic 
duct and the hepatic duct may lie side by side 
for one, several or many centimeters before they 
unite to form a common duct. 

There are folds and kinks that are found in 
the cystic duct. The small leaf like projections 
into its lumen are the “valves of Heister”. 
They are an embryological formation usually not 
found in the distal end of long cystic ducts. The 
cystic duct has usually the narrowest calibre of 
all the extra hepatic ducts and its surface is 
“corrugated” or irregular due to the spiral valve 
within its lumen. This is a useful point in 
anatomy for it helps to identify the cystic duct 
on sight. 

The location of the hepatic duct is constant. 
It lies at the bottom of the quadrate lobe of the 
liver. 

This lobe is bounded by the gallbladder or 
gallbladder fossa on the right, the round liga- 
ment on the left, the anterior margin of the liver 


superiorly and the hilus where the larger vessels. 


enter and the hepatic ducts leave the liver. If 
this anatomic fact were more generally known 
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serious injuries to the hepatic duct could be 
avoided. The duct lies behind a layer of peri- 
ioneum and the latter must be opened to expose 
the duct. The thickness of this peritoneal layer 
varies with the degree of chronic peritonitis as- 
sociated with the biliary tract disease. 

The possibility of injury to an aberrant duct 
without knowledge that it has been torn or 
evulsed is present in every case. Some of these 
are very narrow in calibre and may be injured 
during cholecystectomy. Subsequently a large 
amount of bile may accumulate in one or several 
of the subphrenic or subhepatic spaces. Addi- 
tional surgery now is a necessity and adds to the 
disability. The judicious insertion of a “drain” 
down to the bottom of the right subhepatic space 
(Morrison’s pouch) and its exit thru a stab 
wound below the liver and right costal margin 
will help to evacuate bile that may accumulate 
in this most frequently involved space. 

When there is oozing of blood or a bile stain 
is noted on a “sponge” or pad applied to the site 
of cholecystectomy I am certain it is better to 
use a “drain” and risk a useless application with 
a good result than omit the “drain” and risk 
subphrenie accumulation of bile. 

SUMMARY 

Anatomic dangers in gallbladder surgery are 
present from the moment the initial incision is 
made until the last suture is placed. Location 


and size of the incision are factors that determine 
the ease with which surgery on the biliary pas- 
sages may be accomplished. The importance of 
exploration to determine the presence of coinci- 
dental pathology is emphasized. In a well exposed 
and illuminated field all structures may be 
visualized and the risk of injury to vessels and 
ducts is minimized. The anatomic importance of 
the quadrate lobe is emphasized. 

There is no substitute for care and skill. It is 
better to do well what needs to be done than to 
hurry the procedure and risk an accident. Time 
is not a factor as long as it is not wasted. Closure 
of the abdominal wall securely to prevent hernia- 
tion is an essential part of the operation. 

25 E. Washington St. 


DISCUSSION 

Dr. Williams, Chicago: What is your favorite inci- 
sion in cholecystectomy ? 

Dr. J. C. Thomas Rogers, Urbana: Do you vary your 
incisions, that is, does the habitus condition your method 
of attack? 

Dr. Manuel E. Lichtenstein, Chicago: The incision 
should be made with a view of adequate exposure. In 
short, squat or obese individuals an oblique or trans- 
verse incision will expose more of a field than a longi- 
tudinal incision. When the patient is tall and has a 
“long” abdomen, the longitudinal incision is better. The 
important point is that you do not follow the book, you 
adjust your work to the particular patient. Every inci- 
sion I make is custom tailored, to fit the patient. 


THE DOCTOR BUSINESS 


Learning how to handle patients is one of the 
primary requisites of an adequate physician. A 
physician is not a salesman but, like a salesman, 
he must understand and be capable in his han- 
dling of people. This is often a rather upsetting 
idea and often a threatening one to the young 
scientist just going into practice. He is eager to 
have the world beat a path to his door, begging 
for the accurate scientific help he has been 
irained to give. Often he has come to scorn the 
methods of the older practitioner with his bed- 
side manner. He vows his practice will include 
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no misspent time with what he calls “neurotics,” 
healthy or otherwise. If he is in a specialty which 
is in great demand, or in an area without com- 
petition, he may complacently and _ profitably 
go along ignoring his patients as humans, but 
should he be competing against others who have 
a more mature and helpful understanding of 
people, he will soon either learn, starve, or leave. 
Knowing how to handle people is not only an 
essential of good medicine, it is often an eco- 
nomic necessity. Franklin G. Ebaugh, M.D., 
Psychological Essentials of General Practice. 
South Dakota J. Med. & Pharm., April 1954. 
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The management of all types of pain, ie., 
pain of peripheral origin, pain of central origin, 
and psychogenic pain is a broad subject. It 
embraces not only establishing the type of pain, 
arrived at only after taking a careful history, 
doing a physical examination, and securing ap- 
propriate roentgenographic studies and labora- 
tory work; but also its treatment which includes 
the use of antibiotics, salicylates, opiates, nerve 
blocking and surgery, i.e., cordotomy, lobotomy, 
sympathectomy, root section and nerve crush. 
To discuss the entire management of pain is a 
momentous task, attested to by the numerous 
textbooks on this subject, and not to be under- 
taken herein.*~® 

It will be the sole purpose of this paper to 
call attention to some of the everyday curable 
diseases in which pain is often the outstanding 
symptom and in which nerve blocks may act 
as definitive treatment, i.e., immediately relieve 
the pain and shorten the duration of the disease. 
by doing these two things it automatically helps 
to reduce the cost of medical care, a goal of 
every physician in these days of rising costs and 
public resentment to the cost of nredicine. The, 
diseases included herein are those which my 
associates and I have had the opportunity to 
treat in our pain clinic. 


IMPORTANT FACTORS TO BE CONSIDERED 
PRIOR TO NERVE BLOCK 

Before enumerating the diseases for which 
nerve blocks may be definitive treatment as well 
as the types of block to be used, a number of 
factors pertaining to the general use of regional 
block in these problems must be briefly sum- 
marized. 

Correct Diagnosis :—A correct diagnosis must 
be definitely established prior to blocking. Other- 
wise, the promiscuous use of blocks in conditions 
which do not respond to this type of therapy 
will automatically cause therapeutic blocking to 
fall into disrepute. 


Director, Department of Anesthesiology, Mason 
Clinic, 1115 Terry Ave., Seattle 1, Wash. 

Presented at the Annual Meeting, Illinois State Med. 
Soc., Chicago, May, 1954. 
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The Management of Pain 


Daniel C. Moore, M.D. 
Seattle, Washington 


Selection of Block to be Used, i.e., Sympathet- 
ic or Somatic :—The type of regional block to be 
used depends on the accuracy of the diagnosis. In 
most instances it is possible to accurately deter- 
mine whether the sympathetic nerves or the so- 
matic are involved. However, in a number of 
cases the disease involves both the somatic and 
svmpathetic nerves and blocks of each will re- 
lieve the pain when either individually has little 
or no effect.: 

Sympathetic pain is usually characterized by 
hyperalgesia.© In this type of pain innocuous 
stimuli cause explosive sensations of pain and 
this results in a withdrawal reflex. The pain is 
“burning” in nature. There may or may not be 
other signs of dysfunction of the sympathetic 
nervous system, i.e., cyanosis, sweating and cold- 
ness of the part involved. This type of pain is 
not necessarily associated with any specific nerve 
distribution. 

On the other hand, somatic and muscular pains 
are the usual types of painful impulses experi- 
enced following trauma or disease. This pain 
may be dull and aching or sharp and stabbing. 
It may be constant or intermittent. [¢ ts in most 
instances limited to the distribution of the nerve 
or nerves of the dermatome or dermatomes in- 
volved. 

When Should Block Therapy be Instituted ?— 
Patients who have diseases in which nerve block 
therapy is definitive treatment should be blocked 
immediately. It is unfortunate that frequently 
these patients are not referred for blocks until 
all other types of medical therapy have been 
exhausted and two or three weeks’ time has 
passed. 

The Evaluation of the Effectiveness of Block 
Therapy :—The ineffectiveness of the first block 
should never be a signal to discontinue further 
blocking procedures if the blocks have a phys- 
iological rationale. While in some cases a single 
block may cause the process to subside with 
re-establishment of normal physiological status. 
in most cases it is necessary to do a series of 
blocks. This fact should be adequately explained 
to the patient so that he does not become dis- 
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couraged if permanent relief is not obtained 
following the first few blocks. 

Establishment of a Satisfactory Block :—Ad- 
equacy of sympathetic blocks should be evaluated 
by skin temperature tests, skin resistance tests 
or sweat tests of the area supplied by the sympa- 
thetic nervous system thought to be blocked. 
Peripheral somatic blocks must be judged on the 
oasis of the area of analgesia produced and re- 
lief of the patient’s pain. 

Selection of Drug to be Used:—Drugs which 
cause tissue damage, particularly the neurolytic 
drugs, ie., alcohol, phenol and Efocaine, have 
no place in treating pain associated with cura- 
ble diseases.?°11,1*,18 They should be reserved to 
‘reat intractable pain problems resulting from 
incurable carcinoma, etc., and even in these prob- 
lems, surgery if at all feasible is preferable. With 
physician-anesthesia available, it is only the pa- 
tient of very poor physical status who cannot 
tolerate surgery. 

Use of Regional Block in Conjunction with 
Anticoagulant Therapy :—If anticoagulant ther- 
apy is to be used as it often is during vascular 
problems, repeated blocks should be given only 
if there is a definite understanding or acceptance 
of the risk that hemorrhage may make it neces- 
sary to immediately reverse the effects of the 
anticoagulant therapy. This may be done by 
giving whole blood or protamine or both if 
heparin is being used and large doses of vitamin 
K, whole blood or both if Dicumarol is being 
used. 

Nerve Blotk vs. Sympatholytic Drugs :— 
Nerve Blocks or surgery or both are usually pref- 
erable to the use of sympatholytic drugs, i.e., 
Priscoline, etc., and intravenous procaine 
when the sympathetic nervous system is involved. 
In elderly patients the sympatholytic drugs are 
to be avoided because they produce a generalized 
sympathetic block rather than a selective one 
and thereby occasionally result in a precipitous 
fall of the blood pressure. 

Why Nerve Blocks are Effective :—Stimuli 
from infection, trauma, ete. tend to establish a 
pain pattern which once established may perpet- 
uate itself and even grow worse. This is known 
as the “vicious cycle” (See Figure 1). If one 
of the links in the vicious cycle is broken, often 
the cycle regresses or stops. For example, the 
significant factor in sympathetic pain of vascular 
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origin is reflex vasospasm of the collateral circu- 
lation. This in itself results in tissue hypoxia 
which causes a shift in the normal fluid balance 
of the extremity, resulting in edema and pain. 
Thus a vicious cycle is established which is self- 
perpetuating if one of the steps in the chain 
of events is not interrupted. Nerve blocks, usual- 
ly of appropriate portions of the sympathetic 
nervous system, relieve the vasospasm breaking 
one of the links in the vicious cycle. 


PROBLEMS IN WHICH NERVE BLOCK- 
ING MAY ACT AS DEFINITIVE TREAT- 
MENT IN ADDITION TO RELIEVING 
PAIN 


The pain problems of some of the common 
curable diseases and the blocks which are useful 
in terminating the pain are as follows: 

I. Fractured Ribs 

II. Musculoskeletal Pain 
Occipital Headache 
IV. Atypical Sciatica 


V. Acute Thrombophlebitis 
VI. Acute Vasospasm 
Following Venipuncture 
VII. Postoperative Radical 
Mastectomy Syndrome 
VIII. Acute Pancreatitis 
IX. Reflex Sympathetic 
Dystrophy 


Block of 
Somatic Nerves 


Block of 
Sympathetic 
Nervous System 


Block of Sympathetic 
Nervous System 
plus 
Block of Somatic Nerve 


Fractured Ribs: Pathogenesis of Pain:—The 
fracture, per se, irritates the intercostal nerve 
causing spasm of the intercostal muscle and 
pain. Once spasm of the intercostal muscle oc- 
curs, it may persist and actually prolong or 
intensify the pain. 


X. Acute Herpes Zoster 
XI. Acute Chronic Bursitis 
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Treatment :—Block of the intercostal nerve (s) 
of the broken rib or ribs will stop the pain and 
relieve the associated spasm of the intercostal 
muscles at least for the physiological duration 
of the drug used. This permits deep breathing, 
re-expansion of a collapsed lung and coughing. 
In addition, when the block is dissipated the 
pain is often less severe, and although muscle 
spasm may recur, it is often less pronounced. 
The intercostal block may be repeated as often 
as necessary. We have found that if the patient 
is blocked two to four times the pain is relieved 
sufficiently to preclude further block therapy. 

Musculoskeletal Pain: Pathogenesis of Pain :— 
This type of pain may develop following direct 
trauma to a muscle or group of muscles, occupa- 
tional strain, i.e. typewriting, sitting in one posi- 
tion, ete., or it may be idiopathic. Nevertheless, 
the muscles in the affected area are in spasm and, 
as can be determined by direct palpation, they 
often remain so unless the stimulus or stimuli 
causing it is interrupted. Often, if this is not 
done early in the course of the disease, the prob- 
lem becomes more severe. 

Treatment :—Kither block of the somatic nerve 
supplying the dermatomes involved or injection 
of “trigger areas” from which the stimuli evi- 
dently arise may relieve the pain. Repeated in- 
jections daily or every other day until three to 


ten injections have been executed may be neces” 


sary. 
A few points concerning the trigger areas 
should be emphasized: (1) There may be more 
than one and time must be taken to find and 
inject them all. (2) They may be in the area of 
the involved muscles but in many instances they 
are not, e.g., in the scapulocostal syndrome the 
pain may be in the arm while the trigger areas 
lie in the region of the scapula and the paraver- 
tebral rib area. (3) There is a, so-to-speak, 
“trick” when injecting trigger areas. A hap- 
hazard type of local infiltration is usually not 
"effective. An effort should be made before in- 
filtrating to find the spot in the trigger area 
which is most sensitive and intensifies or dupli- 
cates the patient’s pain when struck by the 
needle’s point. 

Occipital Headache: Pathogenesis of Pain :— 
In most instances this is unknown and no organic 
reason can be found. In others trauma may have 
preceded the onset. Irrespective of the cause, in 


most instances the greater and lesser occipital 
nerves, i. e., C. and ; are involved. 

Treatment :—Block of these nerves unilaterally 
or bilaterally, depending on the distribution of 
the headache, at the transverse process of their 
respective vertebrae often will relieve headache. 
Usually two to three blocks at two to three-day 
intervals are sufficient. After this number of 
blocks, if the headache persists, although relieved 
during the physiological effectiveness of the drug, 
ammonium sulphate derivatives such as Dolamin 
have been injected with marked success in a high 
percentage of cases. 

Atypical Sciatica: Pathogenesis of Pain:—In 
cases where the signs of a tumor in the vertebral 
cord are absent and myelograms are negative, 
sciatic pain may occur spontaneously or following 
trauma. The reason for the sciatica in these cases 
is difficult to determine but has been attributed 
to adhesions around the nerves, either in the 
epidural space or in the vicinity of the interverte- 
bral foramina. 

Treatment :—This type of case often will have 
a complete remission of pain following one or 
two pressure caudals. It is our custom in these 
cases to inject 25 cc. of a local anesthetic agent. 
We allow fifteen minutes for it to establish 
anesthesia and then inject rapidly 25 to 60 ce. 
of normal saline. The exact amount of saline 
used is determined by asking the patient to tell 
us when he feels pain in the shoulder region. 

Acute Thrombophlebitis: Pathogenesis of 
Pain:—Thrombosis or inflammation of the vein 
precipitates a persistent spasm of the other vessels 
of that limb although they are not primarily 
involved by the disease. This vasospasm results 
in tissue hypoxia, edema and a self-perpetuating 
vicious cycle is established.** 

Treatment :—Block of the sympathetic nervous 
system of the extremity involved breaks the 
vicious cycle by releasing the vasospasm, partic- 
ularly of the collateral circulation. Blocks should 
be given daily for three days and then every 
other day until a total of six to ten blocks has 
been given. The pain usually subsides immediate- 
ly and in three to five days the size of the ex- 
tremity may return to normal. 

The usefulness of sympathetic block in the 
acute stage of thrombophlebitis does not reflect 
its efficacy in the chronic stages. This is partic- 
ularly true in the lower extremity. Here the block 
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usually relieves aching only for the physiological 
effectiveness of the drug employed and in most 
instances does not permanently alter the chronic 
edema. 

Miscellaneous Acute Vasospastic Conditions 
Occurring During Everyday Intravascular In- 
jections :— At the Mason Clinic severe persistent 
vasospasm has been observed following: (1) in- 
travenous injection of antibiotics, powerful vaso- 
constrictors, ie., Levophed (norarterenol) and 
solutions containing propylene glycol as a pre- 
servative solvent, i.e., Nembutal (pentobarbital) ; 
(2) withdrawal of blood for transfusions; (3) 
cardiac catheterization; (4) the mere attempt 
to start intravenous fluids and (5) intra-arterial 
Diodrast injections. 

Pathogenesis of Pain:—In these cases either 
the irritation of the adventitia of the blood vessels 
by the needle point or the endothelium by the 
injected drug causes a reflex vasospasm. 

Treatment :—In most instances either one or 
two stellate blocks for the upper extremity or 
jumbar sympathetic blocks for the lower, admin- 
istered within the first 12 hours will release the 
spasm due to stimulation by a needle. However, 
if the endothelium of the vessels is irritated or 
damaged by a sclerosing drug, one block daily 
for four or five days may be necessary to relieve 
the signs and symptoms of vasospasm.’° 

Postoperative Radical Mastectomy Syndrome : 
Pathogenesis of Pain :—The postoperative radical 
mastectomy syndrome is caused by the radical 
and often mutilating surgery necessary in efforts 
to cure a malignancy of the breast. Many physi- 
cians place great emphasis on the edema of the 
arm following the surgery but this is in reality 
merely part of the picture which includes in ad- 
dition lymphangitis, pain, induration, hyper- 
trophic cicatrix formation, accumulation of fluid, 
delayed wound healing and limitation of mo- 
tion. These conditions may act as foci of stimuli 
which result in chronic vasospasm.* 

Treatment :—Relief of chronic vasospasm in 
the arm and chest wall may be produced by stel- 
late ganglion block. The earlier the treatment 
the more satisfactory the results. The block 
should be performed every other day until a 
series of three to six blocks has been given and 
then at weekly intervals until a series of ten 
blocks has been performed. If deep x-ray therapy 
is used to supplement surgery, and the arm and 
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chest wall show evidence of edema, immediate 
stellate ganglion block therapy is indicated. 

Once the edema of the arm has become perma- 
nent, i.e., exists eight months or longer, only 
occasionally will this therapy reduce the edema. 
However, in most instances it will alleviate any 
pain and result in marked softening of the 
brawny hardness of the arm. 

Acute Pancreatitis: Pathogenesis of Pain :— 
The true cause of acute pancreatitis is debatable 
but whatever it is, there results ischemia of the 
pancreas with edema and tissue necrosis. Unless 
this pathological processes can be interrupted 
a vicious cycle is established and severe pain, 
often unrelieved by large doses of opiates, ensues. 

Treatment :—Block of the coeliac (splanchnic) 
plexus not only alleviates the pain by blocking 
the pain fibers from the pancreas but in addition 
relieves the vasospasm by blocking the autonomic 
nervous system. This in turn reduces the edema 
and leads to remission of the disease. Usually 
one block will give marked relief but in some 
instances two or three given on successive days 
may be necessary for complete relief. 

Reflex Sympathetic Dystrophies:—The term 
“reflex sympathetic dystrophy” as used here re- 
fers to a heterogenous group of cases which have 
many of the same signs and symptoms but 
a varied etiology. The terms “sympathalgia”, 
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“post-traumatic pain”, “irritative nerve lesions’’, 
reflex dystrophy”, “post-traumatic spreading neu- 
ralgia,” “minor causalgia”, and “post-traumatic 
reflex troubles” have been used by others to de- 
scribe what is being included here as reflex sym- 
pathetic Their etiology 
may be unknown or attributable to myocardial 
infarction, trauma, cerebrovascular accidents, 
herpes, diffuse vasculitis, cervical osteo-arthritis, 
panniculitis or gonorrheal 
Pathogenesis of Pain:—The function of the 
sympathetic nervous system involved in the reflex 
sympathetic dystrophy syndrome is unknown. 
However, one of the previously mentioned 
etiological factors establishes a physiological 
point of irritation in the heart, brain, or 
musculoskeletal system from which afferent 
stimuli arise. These stimuli acting in an un- 
determined fashion modify the normal pain sen- 
sations and alter the normal function of the 
sympathetic nervous system. 
The most important alteration concerning 
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the sympathetic system seems to be in the realm 
of vasomotor function but in some instances the 
sudomotor function is also abnormal. The pain 
and physical signs may not conform to the 
known distribution of the peripheral nerves or 
their roots. Local hyperesthesias are common 
and often seem to be far out of proportion to the 
injury sustained. This makes the physician ex- 
amining the patient skeptical of the reality and 
severity of the lesion. As the disease progresses 
the signs of sympathetic dysfunction, manifested 
by local sweating, a decrease in skin temperature 


and color changes, such as pallor or cyanosis, 


become more prominent. In the later stages of 
the disease trophic changes are prominent. Cir- 
culation is definitely impaired, and the skin 
temperatures are markedly lowered. 

Treatment :—In a case of reflex sympathetic 
dystrophy, block of the sympathetic system to 
the area involved should be instituted early in 
the course of the disease ior the best regults.*® 
Often in these early cases the first block may 
result in immediate improvement. The hyper- 
esthesia, pain, immobility, muscle weakness, 
coldness and cyanosis of the upper extremity 
disappears, and the patient is very grateful. 
These signs and symptoms of improvement may 
last for a few hours or for days, weeks or months. 
It is interesting to note that the relief from the 
injection often lasts long after the local anesthet~ 
ic effect of the drug has worn off. If the pain 
returns, and it does in many instances, the 
patient should receive a series of blocks as this 
may effect a permanent cure. In those cases 
where the pain returns in a few hours, the first 
four to five blocks should be given once a day 
and the next three to five blocks once every 
three to four days. Persistent, intensive therapy 
is important. 

Herpes Zoster: Pathogenesis of Pain:—The 
essential lesion is an acute inflammatory process 
of the spinal or posterior root ganglion, that is, 
a ganglionitis.2*® The resultant vasospasm caused 
by this is an important factor in producing the 
pain.?’ 

Treatment :— In the early phase of the disease 
(1 to 4 days after onset) a series of blocks of the 
sympathetic nervous system innervating the 
area, performed daily for four or five days, will 
usually produce miraculous results.*®.?*.?7.28 How- 
ever, if the lesions have been present for a week 
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or longer, the first two to three sympathetic 
blocks often must be accompanied with somatic 
block of the involved dermatomes if complete 
pain relief is to be obtained. 

In the post-herpetic pain syndrome sympathet- 
ic block is of little value end somatic blocks of 
the involved dermatome given relief only for the 
physiological duration of the drug. Root-section 
is probably the treatment of choice in treating 
post-herpetic pain although in some instances 
large doses of vitamin B,2, i.e., 1000 micrograms 
daily, may be helpful. 

Acute and Chronic Shoulder Bursitis: Patho- 
genesis of Pain:—In the acute stage, trauma 
or occasionally infection results in a swollen, 
edematous bursal sac with exudate in the bursa 
and tendinous shoulder cap. In the chronic stage 
the bursa becomes greatly thickened and may 
contain an excess of fluid since the secretory 
and absorption mechanisms may no longer func- 
tion normally. There may be some atrophy of 
the muscles from lack of use, and adhesions in 
and around the joint may limit motion. These 
painful stimuli result in a reflex vasoconstric- 
tion.**-*°.*? ‘This in turn results in vascular stasis 
with tissue anoxia and diapedesis of plasma and 
cellular elements. Thus a vicious cycle is estab- 
lished. 

Treatment :—In acute bursitis, stellate gan- 
glion block therapy should be instituted early in 
the course of the disease if immediate dramatic 
relief of pain is to be obtained and if limitation 
of motion is to be reduced to a minimum,?®?9.331 
One block should be given daily for the first two 
to three days and then once every third day until 
a series of four to seven blocks have been given. 
While in a fair number of cases the first block 
may produce marked improvement, it is not 
unusual for pain to recur after the physiological 
effect of the drug used in the initial blocks has 
disappeared. However, with each successive 
block, the pain tends to become less severe. Inten- 
sive, persistent therapy seems to be necessary 
for success. If the severe pain is not markedly 
relieved by stellate block, a somatic nerve block 
of the suprascapular nerve or brachial plexus 
block should be performed to relieve the pain. 
It has been noted that it is usually only necessary 
to give the combination of the two blocks once 
or twice and after that stellate ganglion block 
alone is sufficient. 
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Chronic Bursitis:—These cases respond well 
to stellate ganglion block but results following 
the initial block are usually not as spectacular 
as in acute bursitis. The therapy must be persist- 
ent, but need not be as intensive as in the acute 
stage. The first two to four injections are made 
two to three days apart and then one stellate 
block is given once a week until a series of six 
to ten blocks has ben completed. The series may 
be stopped after the sixth block if pain is absent 
and if range of motion has markedly improved. 
Tf the blocks are terminated prior to the sixth 
block a relapse may follow. Also in chronic 
subdeltoid bursitis it is often necessary to block 
the insertion of the deltoid muscle on the humer- 
us or the suprascapular nerve to completely re- 
lieve the patient’s pain and restore full motion.’° 

SUMMARY 

This paper emphasizes the following points in 
the management of pain associated with cur- 
able diseases : 

I. Pain, which is usually the cardinal symptom 
of the diseases discussed here, is in a great 
number of instances markedly alleviated by 
therapeutic nerve blocking and, therefore, 
the block per se should be used as definitive 
therapy. 

If. Often in these diseases block therapy is 
tried only as a last resort when all other 
medical and surgical therapy has been ex- 
hausted, and such neglect of a valuable 
therapeutic measure is condemned. When 
problems arise in which block or a series of 
blocks is known to be of value, they should 
be used* immediately in conjunction with 
other surgical therapy—not as a “last re- 
sort”. 

III. The results of block therapy should not be 
evaluated from the benefit derived from 
the first block. It is often necessary to per- 
form a series of blocks, i.e., four or more, 
before dramatic improvement occurs. 
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Combat Psychiatry 


Principles and Practice in the Korean Campaign 


Frank B. Norbury, M.D. 
Jacksonville 


The availability of information and experi- 

enced personnel from World War II enabled the 
U.S. Army Medical Department to establish a 
combat psychiatric program early in the Korean 
Campaign. Psychiatrists were assigned to all In- 
fantry Divisions and to hospitals in Korea and 
Japan. In the spring of 1952, a special psy- 
chiatric treatment center was established in 
Seoul, Korea. Senior officers, acting as consult- 
ants, created a training program for young medi- 
cal officers recruited from civilian life. The ma- 
jority of medical officers in field units had had 
only limited training or experience in psychiatry 
prior to entering the Army. As a result-of the 
training program and the wealth of clinical mate- 
rial, they were able to progress from hospital as- 
signments to the more or less independent as- 
signments as Division Psychiatrist in combat in- 
fantry units. 
Principles.—Although combat psychiatry has no 
exact counterpart in civil life, its principles are 
directly applicable to medical care in.any situa- 
tion. It is realistic and practical with emphasis 
on the functioning of the man within the unit 
rather than on formal diagnostic categories or 
detailed psychiatric theory. How a man func- 
tions in combat is necessarily in part depend- 
ent upon his previous personality development. 
However, failure to adjust at one time does not 
always imply severe disease and permanent in- 
ability to cope with stress, including even a 
similar stress at another time. Evaluation of the 
man and the precipitating stress of his illness 
must be made rapidly and accurately. Similiarly, 
rapid methods of treatment are necessary. 

Adequate evaluation of the stress is impos- 
sible unless the medical officer is himself familiar 
with military life and with combat. Although 
he should not blindly agree with everything that 
goes on about him, the combat psychiatrist must 
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realize the framework in which he is working 
and must align himself with the forces of law, 
order and discipline. These forces hold the Army 
together and help to sustain the individual and 
prevent psychiatric disability. 


It has been emphasized many times that rap- 
id evacuation of psychiatric patients far from 
the combat area tends to perpetuate the symp- 
toms and disability, converting a transient per- 
sonality disorder into a severe and often lasting 
neurosis. Early treatment in the forward com- 
bat area is much more effective. Frequently 
after treatment a man can be returned directly 
to the same unit. If removal from actual enemy 
contact is required, he can often be assigned 
to other duties in the unit from which he came, 
thus preserving his identification with the group. 
Experienced battalion and regimental surgeons 
are able to handle many of the patients them- 
selves without the man even leaving his unit. 


It is important to avoid the use of medical 
channels for removal and disposition of those who 
do not require psychiatric treatment and who 
should properly be handled by administrative 
action. The tendency of some commanders to 
attempt to make a psychiatric case out of every- 
one who does not fit perfectly into a unit must 
be curbed by the adoption of a firm policy by 
the psychiatrist. The psychiatrist should ex- 
plain the reasons for this policy and offer con- 
structive suggestions for remedial action. 


Survey of the units and situations in which 
psychiatric cases occur leads the psychiatrist to 
investigate and recommend corrective measures. 
Personal contact with other medical officers, 
with officers who deal with personnel problems, 
and with unit commanders is necessary for ade- 
quate preventive psychiatry. As an example, one 
psychiatrist found that many cases occurred 
in men who were new to combat and were un- 
familiar with, their unit and its personnel. Ii 
was suggested that when possible, new replace- 
ments should be assigned to units in reserve for 
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a period of time prior to the time the unit en- 
tered actual combat. Adoption of this policy was 
followed by a significant lowering of the inci- 
dence of psychiatric conditions. 

Treatment Methods.—In the U.S. 45th Infantry 
Division, most patients were seen by the psy- 
chiatrist at the Division Clearing Station after 
evacuation through medical channels from bat- 
talion and regimental medical installations. Both 
psychiatric and physical examinations were car- 
ried out soon after admission as it was found 


.that occasionally patients with significant physi- 


cal illness such as the delirium of pneumonia 
were sent to the psychiatrist. The physical ex- 
amination also served to reassure the patient. 
Enlisted medical corpsmen took a social history 
on the patient and were responsible for the gen- 
eral supervision of the patients on the ward. 
Patients were expected to have showers and 
clean clothing when these were available. They 
were then allowed to rest for 24 hours. Seda- 
tion was rarely necessary. 

Following the rest, some patients were im- 
mediately returned to duty, others were observed 
further for possible evacuation to the rear. These 
included the psychotic patients, many of whom 
had acute and transient psychotic disorders 
which cleared up after treatment in hospitals. 
Certain patients with severe symptoms and dis- 
ability such as hysterical paralyses or amnesias, 
were treated with intensive suggestion therapy 
by the Division Psychiatrist. Intravenous bar- 
biturates or hypnosis were used in some of these. 
Although many such patients required evacuation 
for further treatment and reassignment, removal 
of the disabling symptoms at division level was 
effective in facilitating further treatment at 
other installations. 

The.majority were placed in a re-training pro- 
gram which included further interviews by the 
Psychiatrist. The emphasis of the whole pro- 
gram was on return to duty. Resistance to this 
program was frequent. It was found that adop- 
tion of an attitude of neither rewarding nor 
punishing patients because of their illness was 
the most satisfactory method of handling this 
problem. Positive reassurance and brief discus- 
sion of the realities of the Army, combat, and 
an individual’s own precipitating stress were 
utilized in the interviews. Although past his- 
tory material was obtained, it was not used in 
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therapy unless it was considered to have direct 
and conscious bearing on the current situation. 

Using these methods, 78% of the psychiatric 

admissions in the 45th Infantry Division during 
1952 were returned to duty after treatment at 
division level. 
Changes in the Combat Situation—At the time 
the 45th Division entered combat in December 
1951, the original truce talks were in session and 
the phase of rapid movement was over. Both sides 
occupied heavily fortified main lines of resist- 
ance. There were no large troop engagements, 
however nightly patrols were conducted. There 
was continued heavy artillery and mortar fire. 
Battle casualties and psychiatric admissions were 
sporadic. 

In June 1952, the situation abruptly changed. 
Two regiments of the division assaulted hills 
known as “Old Baldy” and “Pork-Chop” in the 
area between the lines. These hills were part of 
neither line and had been patrolled and used as 
outposts from time to time by both sides. Fight- 
ing was heavy with frequent enemy counter-at- 
tacks. Enemy artillery fire was heavy and there 
was hand-to-hand combat. The division con- 
tinued in this battle for the next six weeks. 

The intensity of the fighting can be appreciated 
by realizing that the Division sustained 54% 
of its battle casualties for the whole year during 
this period. During the same time, 72% of the 
psychiatric patients for the whole year admitted. 
Severe anxiety reactions, dissociative states, 
and exhaustion cases were seen in rapid succes- 
sion. Certain of these cases have been described 
in detail elsewhere.’ Despite the heavier patient 
load, the treatment program was maintained and 
77% of the admissions were returned to duty 
after treatment, many returning to units still 
engaged in the fighting. Other patients were 
treated at the Regimental Collecting Station 
without referral to the psychiatrist. The medical 
officers at this level were well aware of the psy- 
chiatric problem and handled most of the milder 
cases themselves despite the simultaneous heavy 
load of battle casualties. 

In mid-July, the Division was relieved by 
another unit and moved into reserve. There was 
an abrupt fall in the psychiatric admission rate. 
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This period was utilized for integration and 
training of new replacements including Korean 
soldiers who were assigned alongside of Ameri- 
cans in each of the combat units. The in- 
tegrations of Koreans into American units was 
surprisingly easy and effective. Few were seen by 
the psychiatrist primarily because those who 
proved ineffective were sent back to the Korean 
Army by administrative action. Those who were 
sent for psychiatric examination presented a 
difficult problem in communication. Exact diag- 
nosis was impossible. The author relied largely 
upon his interpreter, a highly intelligent former 
university student, who rapidly grasped the 
principles of military psychiatry with no previous 
formal training. 

In September, the Division returned to com- 
bat, again to a heavily fortified line facing a sim- 
ilar enemy line. Patrols were resumed, and local- 
ized heavy fighting occurred around outposts or 
exposed portions of the line, but the campaign 
was largely static. Neither battle casualities nor 
psychiatric admissions were numerous. 

DISCUSSION 

Glass’ has discussed the factors which lead to 
the development of psychiatric cases in combat 
with reference to the Korean campaign. He con- 
cludes that group identification, motivation, and 
leadership are the sustaining forces in the main- 
tenance of emotional adjustment in edémbat. It 
is apparent that these sustaining forces for the 
individual are also the ones which determine a 
unit’s combat effectiveness. The goal of the mili- 
tary psychiatrist is therefore the same in princi- 
ple as the commanding officer’s goal. 

Individuals at one time or another attempt 


2Glass, Albert J.: Current Problems in Military Psychi- 
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to avoid responsibility by resort to trivial physi- 
cal complaints, by litigation, or simply by run- 
ning away. Others attempt the same thing less 
directly and less consciously and develop the 
multiple manifestations of anxiety. Encourage- 
ments of these efforts by excessive sympathy, by 
rapid removal from the responsibility, or by over- 
zealous attempts to uncover an individual’s life 
problems are not effective in restoring stability 
or even in relieving symptoms. Threats, punish- 
ment, or chastisement are also ineffective. Ap- 
peals to patriotism or intellectual discussion may 
succeed in recruiting campaigns but are seldom 
helpful in restoring the psychiatric patient tc 
health and duty. 

Continued application of the principles ot 
reality by word and action is very effective in 
these acute and temporary disorganizations of the 
personality. Reactions similar to acute combat 
neuroses are not uncommon in civil life. Ex- 
amples are panic, acute grief reactions, and the 


‘depressions which follow upon real or imagined 


failure. The important points in management are 
early supportive treatment with realistic goals 
and special care to prevent exaggeration or con- 
tinuation of the disability. Extensive psychiatric 
training is not necessary for use of these meth- 
ods. Promptly and properly handled, the reac- 
tions carry a favorable prognosis. 


SUMMARY 

In this discussion of combat psychiatry in 
Korea, the principles and methods of manage- 
ment have been presented. It was emphasized 
that early treatment in the forward area by sim- 
ple measures including rest and brief psychother- 
apy is effective in promoting recovery and return 
to duty. 
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Capillaries 
A Symposium 


Hubert R. Catchpole, M.D., Associate 
Professor of Pathology; Robert M. 
Kark, M.D., Professor of Medicine; Al- 
fred A. Schiller, M.D., (Moderator) As- 
sociate Professor of Physiology; Max 
Samter, M.D., Associate Professor of 
Medicine, and George Ungar, M.D., 
Research Associate in Physiology. 


‘VTRODUCTION: Dr. Alfred A, Schiller— 
\ieeent experimental observations have focused 
«ur attentions upon the role which the capillary 
ved plays in the maintenance of health and in the 
vathogenesis of disease. It is the purpose of this 
.minar to present several facts of work now 
progress. 

We would like to begin our roundtable by put- 
ting the cart before the horse, so to speak, in 
presenting work which emphasizes the clinical 
significance of impaired capillary function. 

Dr. Robert M. Kark.—The studies which we 
have carried out in our laboratories emphasize 
the importance of capillary membrane in the 
genesis of edema. Our initial observations on the 
fate of intravenous injections of human serum 
albumin to patients with cirrhosis and ascites 
has led us to suspect that a defect in the capil- 
lary membrane was present. The reason for this 
suspicion was’the rapid passage of albumin into 
the ascitic fluid. We extended our studies by us- 
ing radioactive (I'*1) human serum albumin. 
Our findings, as well as the results of our recent 
studies in patients with congestive failure, con- 
firm the conclusions of other investigators that 
the albumin space in these patients is increased 
while the red blood cell space remains constant. 

Dr. Schiller—The defect which Dr. Kark has 
described, might be due to the simple failure 
of a membrane or to a very complex impairment 
of the regulations which determine the passage 
of fluid from the vascular bed into the tissues. 
Each of the speakers who participate in our dis- 
cussion have investigated certain phases of capil- 
lary function which are related to the field of 
their particular interest. I am certain, for in- 
stance, that the desire to understand positive 


for October; 1954 


SEMINAR 
of the Department of Medicine of the 
University of Illinois 
Edited by: 
Dr. Max Samter 
Associate Professor of Medicine 


Dr. Alexander Remenchik 
Clinical Instructior in Medicine 


skin reactions in allergic patients has been re- 
sponsible for Dr. Samter’s studies on the effect 
of histamine and histamine liberators on the 
human skin. 

Dr, Max Samter.—We have attempted to ap- 
proach the problem of the capillary membrane 
by studying some phases of Lewis’ triple response 
which combines arteriolar dilatation with in- 
creased capillary permeability. Histamine elicits 
the triple response, in part directly, in part 
through an axone reflex. During the past two 
years, a number of substances have become avail- 
able which liberate histamine from its fixed into 
a free and active state without proteolysis. The 
substances include Dextran, polyvinyl pyrroline 
(PVP), and a condensation product of formal- 
dehyde and p-methoxyphenethyl methylamine 
(Compound 48-80). Comparative studies with in- 
jections of histamine and Compound 48-80 indi- 
cate (1) that individuals differ widely in their 
response to the injection of histamine phosphate 
and Compound 48-80; (2) that each individual, 
however, shows approximately the same response 
to the injection of the compound as to the intro- 
duction of exogenous histamine phosphate. 

It is likely, therefore, that either the response 
of the vascular tree, i.e. arterioles, capillary mem- 
brane, and venules, is characteristic for each 
individual or that each individual has a charac- 
teristic rate of degradation of histamine which 
remains the same whether histamine is intro- 
duced as such or liberated from its precursor. 
We are at present engaged in studies to answer 
this question. 
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Dr. Schiller—The allergic reaction represents 
a rather specialized form of information. The 
role of the capillaries in the more general as- 
pects of the inflammatory response has been 
elucidated by Dr. George Ungar in the studies 
in which he is about to report. 

Dr. George Ungar.—During the last two dec- 
ades, the inflammatory reaction has become an 
object of a joint study of biochemists and physiol- 
ogists. It now appears possible to suggest a 
hypothesis which explains this reaction — its 
mechanisms, in general, and the role of capil- 
laries, in particular. 

Numerous observations suggest that the inter- 
mediate step between tissue injury and inflam- 
mation is characterized by the breakdown of 
protein molecules. It is probably that activation 
of the fibrinolytic system is the central change. 
The following diagram illustrates the sequence 
of events as now assumed to occur: 


fibrinolytic system. 

Dr, Schiller—The exchange of fluid between 
vascular bed and tissue is probably controlled by 
reactions within as well as without the capillary 
bed. The work of our next speaker, Dr. Catchpole, 
has been concerned with the physical and chem- 
ical changes of the environment in which capil- 
laries exist. 

Dr. H. R. Catchpole—We have studied the 
role of certain extra-capillary structures in the 
passage of fluid and dissolved substances from 
blood plasma to tissue. These structures include 
the capillary basement membrane and the homo- 
geneous ground substance of connective tissue. 
They contain, normally, highly aggregated water 
and alcohol-insoluble mucoproteins and muco- 
polysaccharides as an integral part of their com- 
position. These substances are negatively charged 
colloids which function as exchange resins for 
cations. The connective tissue matrix, under the 
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The fibrinolytic process (activation of pro- 
fibrinolysin, appearance of free fibrinolysin, pro- 
tein breakdown and histamine release) have been 
shown to occur in the course of the anaphylactic 
and anaphylactoid reactions and also in thermal 
injury of the lung and skin. Good correlations 
were demonstrated between the proteolytic proc- 
ess and histamine release and also between pro- 
teolysis and the local inflammatory reaction 
(measured in terms of edema). 

Successful attempts have also been made at 
explaining the action of anti-inflammatory agents 
(salicylates and related drugs, antiphlogistic 
hormones, ete.) in terms of their effect on the 


fibrinolytic process. 
It is probably that the two homeostatic func- 


tions of the capillary wall-expulsion of foreign 
material and retention of the normal content of 
blood — are performed largely through the 
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PFL profibrinolysis, FL fibrinolysis, AFL Antifibrinolysin,. 


influence of trauma or stress, after hormone 
stimulation, and in numerous pathological states, 
tends to become less aggregated, and water solu- 
ble, and varies its properties as an exchange resin 
and its affinity for vital dyes. Thus, connective 
tissue in and around fast growing tumors shows 
a prompt uptake of Evans blue, in contrast to a 
negligible uptake in normal connective tissue, 
or that of slow growing tumors. In rats with a 
pulmonary edema induced by thiourea, Evans 
blue localizes in basement membrane, ground 
substance and elastica of alveolar walls, but not 
in the protein-containing extravasated edema 
fluid in alveoli: thus here, chemical combination 
between dye and altered connective tissue appears 
to be the important variable, rather than capil- 
lary permeability per se. In rat ovaries stimulated 
by gonadotrophin, there is an enhanced uptake 
of dye by connective tissue of the theca; normal 
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animals exposed to equal or greater amounts of 
dye for ten times as long failed to show as intense 
a dye uptake, indicating that blood flow (total 
dye supply) is not a limiting factor. The focus 
ot dye uptake parallels mucoprotein diaggrega- 
tion as shown by solubility studies, in several 
situations where connective tissue has been ex- 
perimentally affected. Electrometric studies (not 
discussed at the present symposium) have shown 
that the connective tissue, as it varies from more 
conse to less dense, either normally or following 
-.ress, hormones, etc., varies in its selective inter- 
action with the physiological cations. These re- 
lations have been expressed in a series of nomo- 
grams. 

We thus regard capillary permeability as being 
inseparably linked with certain properties of 
extracapillary structures: to take up molecules 
hy combination, and ions by virtue of the ex- 
change resin nature of the matrix. 


Dr, Schiller—Our roundtable so far has em- 
phasized the factors which influence capillary 
permeability. Considering the magnitude of the 
various factors which regulate the exchange of 
material between vascular bed and tissues, one 
wonders how much capillary permeability is actu- 
ally involved in, for instance, edema. 


The primary forces effective in moving solvent 
and solute across the capillary wall are gradients 
of hydrostatic pressure and solute concentrations. 
Blood flow through the capillaries, filtration and 
diffusion surface area, and the permeability of 
the capillary wall to solutes are additional modi- 
fying factors.»Further complexity results from 
the knowledge that certain capillary beds are 
more permeable to plasma proteins than others, 
and the distribution of blood changes patterns in 
various physiological and _ pathophysiological 
states, 

Since the capillary wall is slightly permeable 
to plasma proteins, a change in one, or any com- 
bination of the above factors, can alter the rate 
of transcapillary protein movement. Therefore, 
a change in rate of disappearance from the blood 
or accumulation in an extravascular compart- 
ment, of labeled plasma protein is not itself a 
criterion of capillary permeability change unless 
other factors operative in protein movement tak- 
en together, can be shown to be essentially un- 
changed. However, accelerated protein movement 
can be looked upon as being consistent with an 
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increase in capillary permeability when there is 
reasonable assurance that capillary hemodynam- 
ics have not been appreciably altered in a direc- 
tion to give the same result — a difficult assump- 
tion at best! 

Concerning the status of capillary permeability 
as a pathogenetic factor in disease, the following 
synthesis is offered. Technically acceptable ani- 
mal and/or clinical investigations of states of 
severe hypoxemiz, congestive heart failure, ne- 
phrosis, and shock fail to provide evidence of a 
generalized increase in capillary permeability to 
plasma proteins. Sustained stresses capable of 
producing widespread increase in capillary per- 
meability, e.g., severe hypoxemia, are incompat- 
ible with chronic survival of the intact organism 
due to earlier irreversible damage to oxygen 
sensitive vital tissues (brain, liver) before the 
more hardy endothelial cells dysfunction. How- 
ever, it is recognized that capillary permeability 
may be increased locally in situations where toxic 
substances in high concentration are locally re- 
leased or absorbed, e.g., inflammatory states. 

Further, the high degree of capillary imper- 
meability to plasma proteins confers on it the 
physiological role of retaining colloid in the 
vascular tree. Hence, the role of water retention 
and maintenance of blood volume is the impor- 
tant attribute of capillary impermeability to 
plasma proteins. There is no body of evidence 
to indicate that blood volume is regulated 
through a mechanism which varies the leakage 
rate of plasma proteins from capillaries. There- 
fore, the hypothesis is advanced that capillary 
permeability is not a homoeostatically regulated 
function like blood pressure, but rather a rela- 
tively fixed property of vital endothelial cells, 
more nearly resembling the physical properties of 
elastic fibrils, or the “all-or-nothing” behaviour 
of striated muscle. 


Clinical corollaries of this hypothesis are: 

(1) A generalized increase in capillary per- 
meability is incompatible with chronic survival 
of the organism and therefore does not persist in 
chronic disease states. 


(2) Edemas resulting from chronic disease of 
an organ system can usually be explained by 
water-electrolyte disturbances, and/or alterations 
in blood or lymph capillary dynamics, without 
invoking capillary permeability as a pathogenetic 
factor. 
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‘The past twenty years has shown increasing 
familiarity with the life history of acute pan- 
creatitis. Its clinical manifestations and the 
laboratory diagnostic procedures which have been 
developed have led not only to increased fre- 
quency but also to increased accuracy of clinical 
and surgical diagnosis of the disease. These ex- 
periences have led to the realization that chronic 
pancreatitis particularly is a rather common 
disease which must be considered routinely in 
the differential diagnosis of the disease of the 
upper abdomen. Unfortunately therapy has not 
improved with the same progress as diagnosis. 
The increased accuracy of diagnosis has per- 
mitted a more intelligent appraisal of the various 
therapeutic measures and promises mueh for 
the future. 

Although its etiology is obscure it is known to 
be associated frequently with biliary tract dis- 
ease, alcohol excess, and obesity. I would like 
to review briefly the symptoms of acute pan- 
creatitis its clinical and laboratory diagnosis, 
complications, and treatment in so far as surgery 
is indicated. 

Acute severe epigastric pain midline, nausea’ 
and vomiting in individuals in middle age 
should warrant a consideration of diagnosis of 
acute pancreatitis. The disease may occur at any 
age but most common in middle age groups. The 
pain mid epigastric remains so with some radia- 
tion to each side of midline more to the left 
than right. 

Incidence of acute pancreatitis varies accord- 
ing to statistics given by Probstein and the 
St. Louis Group, [1 in every 600 hospital admis- 
sions] to the figures by Falling and Plain in 
which they report 1° in 10,000, however, the 
latter figures were based on findings at operation 
and preoperative diagnostic determinations of 
the blood diastase were not performed. Hence 
the extreme value of discovering mild or transi- 


From the Dept. of Surgery, St. Louis University 
Medical School. 

Presented before the Section on Surgery, 113th An- 
nual Meeting, Illinois State Medical Society, Chicago, 
May 20, 1953. 


Surgical Implications of Acute Pancreatitis 


Chas. E. Baldree, Jr., M.D., F.A.C.S. 
Belleville 


ent forms of acute pancreatitis. This can be 
done by routine blood diastase determination in 
any case in which pain in the upper abdomina! 
area is present. 

The association of diabetes with acute pan- 
creatitis also varies. A thorough evaluation o: 
carbohydrate metabolism in all patients suffering 
from acute pancreatitis should be done. Acute 
pancreatitis complicated by diabetes carries a 
high mortality. Pre existing diabetes complicated 
by acute pancreatitis is more deadly still. Schu- 
macher stated that of nineteen recorded case~ 
only one survived. 

What constitutes a diagnosis of acute pancre- 
atitis? The findings of an elevated blood or urine 
diastase during an episode of acute abdominal 
pain. The height of blood diastase has little 
relationship to the severity of the disease yet 
bears a definite but inconstant relationship to 
the duration of the attack. A diastate level may 
vary unpredictably, up tonight, down tomorrow, 
level for a day or two then up in a spike and 
quickly down. 

A diastase level may return to normal in 48 
hours. The absence of an elevated value three 
to four days after the attack does not rule out 
acute pancreatitis. The height of the diastase 
blood level depends on how soon after onset of 
pain the blood is tested; if within twenty-four 
hours the value will generally be in the neighbor- 
hood of 1,000 to 1,500 Somogyi Units per 100 cc. 
Values of 1,500 to 3,000 are considered pathog- 
nomonic of acute pancreatitis. Lesser values may 
be found in (1) renal retention (2) cancer of 
pancreas (3) perforation of duodenum (4) ob- 
structive lesion of salivary ducts and suppurative 
salivary adenitis. 

What are indications of surgery? Surgeons of 
the St. Louis University Group are practically 
unanimous in their opinions that operation is 
not indicated in the treatment of acute pancre- 
atitis itself. In an occasional instance, however, 
it may be necessary to operate in the presence 
of signs of spreading peritonitis caused by hem- 
orrhagic fluid with a high amylase content. 
Simple drainage of the pancreatic area, some- 
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tract, is the technique of management. Surgery 
is reserved for the complications of pancreatitis, 
pseudo cysts, pancreatic abscess etc. An inter- 
mitting fever seven to ten days after onset of 
acute process, the findings of a tumor mass make 
the diagnosis obvious, occasionally the mass is 
not palpable but can be found on x-ray by the 
yidening of the duodenal curve or displacement 
o the stomach in an upper GI study. 

Case Report 
2. year old female admitted St. Louis University OB 
cl.nic November 14, 1951 6 months pregnant 5 years ago 
n rmal pregnancy 
\ nable to tolerate fatty foods 
t 


previous attacks epigastric pain which subsided spon- 
«neously 
Aljmission: elevated wbc, no fever, tenderness epigas- 
tic area, serum amylase 1,066 Somogyi Method—X-ray 
ai domen revealed several calculi in region of GB 
Admission diagnosis—Acute pancreatitis 
T:eatment—Demerol 100 mg, Banthine 50 mg TID, 
continuous gastric suction Electrolyte balance main- 
t:ined 24 hours improved, Penicillin added to treatment 
2 days later serum amylase 2,133 units 
4 days later 1,600 units 
lith day 320 units 
13th day discharged 
Readmission 1 week later 
Amylase 2,280 units, some epigastric medline pain fol- 
lowing big pork meal 
Same regimen instituted—suction, Demerol, Electrolyte 
balance watched, glucose IV Following day Amylase 
640 II days later discharged low fat diet RX avoided 
meats—Diet fruits, cereal and juice precipitated attack 
on Feb. 3 severe epigastric pain, vomiting 1 hr later 
admission to hospital 
February 3 admission—Amylase 3,200 units Same ther- 
apy instituted folkowing day improved Amylase 2100 
units food allowed 2 weeks later Amylase 200 
February 16, 1952 transferred to obstetrical service for 
induction of labor 
February 18, 1952 after induction membrane ruptured 
and pitocin given delivered 5 pound 8 ounce male 
(Anesthesia Nitrous oxide combined with procain 
1% and hyaluronidase) 
16 hrs after delivery attack severe pain epigastric re- 
gion, nausea and vomiting 6 hrs later BP 110/70 Pulse 


times accompanied by drainage of the biliary . 


rate increased shortly thereafter BP 98/78 pulse rate 
increased from 120 to 160 Patient became cyanotic ex- 
treme pain, evidence of general peritoneal irritation 
and tenderness—tenderness partially relieved by para- 
vertebral block (novacaine) T7 to L I 

Shock treated laparotomy—No evidence of fat necrosis 
GB filled with many stones Inferior aspect transverse 
mesocolon, duodenum, head of the pancreas and region 
of the common bile duct showed a severe degree of 
greenish-yellow edema 

Fluid from region of common bile duct collected for 
amylase determination which gave a reading of 80,000 
units—serum amylase done at the same time gave read- 
ing of 3,800—One stone removed from common duct 
and GB removed common duct closed about a T tube— 
condition severe for a few hours thereafter improved 
no pain 

Following day serum amylase 1,600 units 

Bile from duct tube 246 amylase units 

Urinary amylase 1,070 units 

T tube drainage 300cc daily 

10th day clamp off T tube no trouble 

Cholangiogram 10th day following surgery showed 
questionably sluggish flow into the duodenum. 
Cholangiogram 6 months after surgery was normal. 
Pancreatitis in pregnancy rare 65% of reported cases 
occurred in puerperium 

(?) Suggesting that something happens at birth Change 
in blood supply to pancreas Change in harmone concen- 
tration—Autonomic nervous influences Mechanical pres- 
sure in region of pancreas and common bile duct 


DISCUSSION 

Chairman Rogers: Are there any questions? 

Dr. Brody: I wonder if I may ask a question? Do 
you prefer the common duct drainage rather than cho- 
lecystectomy. In your experience, which do you prefer? 
Another thing I noticed was that in one of your cases 
the T-tube was left in for three months. Is that about 
the usual time which you may expect to maintain drain- 
age? 

Dr. Charles E. Baldree, Jr., Belleville, Ill.: It is our 
present practice, Dr. Brody, to maintain drainage for 
several months, until the cholangiogram informs us of 
free passage into the duodenum without an increase in 
the serum amylase, and there is no discomfort when it 
is done. 

The author wishes to thank Dr. C. Rollins Hanlon, 
Professor and Head of the Department of Surgery, 
St. Louis University Medical school for the use of 
slides used in preparing this paper. 


for October, 1954 


) 
J 
i 
| 
) 
249 


The Part of Physicians in the Eradication 
of Tuberculosis in Illinois 


J. Arthur Myers, M.D. 


Nothing but illness could have kept me from 
accepting Dr. George Turner’s invitation to 
meet with your group because I firmly believe 
that the ultimate solution of the tuberculosis 
problem, namely eradication, will be accom- 
plished only when the medical profession in- 
dividually and collectively determine that it 
shall be so. 

The Illinois State Medical Association has 
adopted what I consider the ideal program which 
consists of a committee on tuberculosis of the 
state association and a committee in each county 
or municipal society. This makes it possible for 
all tuberculosis problems to be considered by 
state and local organization committees and in 
turn recommend action by their entire groups. 
There is no finer array of physicians in the world 
than those who compose this state association. 
Your organization consists of the very best in 
general practice as well as all of the specialties. 
You and your allies possess every facility for 
eradication of tuberculosis. “ 

The medical profession of Dilinois early saw 
the need of an official agency to which it could 
turn in solving contagious disease problems in- 
cluding tuberculosis, hence it strongly supported 
a movement for a state board of health, which 
was established in 1877. The Board has the 
authority to take over any contagious situation, 
including tuberculosis, which the practicing phy- 
sician does not care to or does not have time 
to manage. With its fine division of tuberculosis 
control the Illinois State Board of Health is 
playing an important role in the program lead- 
ing to eradication of this disease. 

Long ago the physicians of Illinois realized 
that tuberculosis never would be controlled un- 
less persons with contagious disease were isolated 
so their associates would not be infected or rein- 
fected with tubercle bacilli. A sanatorium move- 


Presented before joint meeting of Illinois Medical 
Association, Illinois Tuberculosis Association and Tuber- 
culosis Institute of Chicago and Cook County, May 21, 


1953. 


Minneapolis, Minn. 


ment was begun and the first institution exclu- 
sively for tuberculous patients was established 
at Springfield by Dr. George Thomas Palmer in 
1913. Then came Chicago Municipal in 1915, 
Rockford Municipal in 1916 and Peoria Munic- 
ipal in 1919. This movement was continued and 
accentuated until today a fine array of sanato- 
riums exists in this state. I have been told that 
in a few areas you do not have enough santorium 
beds. In such places the medical profession would 
do well to support movements leading to an 
adequate number. It is a well established fact 
that as long as contagious cases of tuberculosis 
are not isolated a community cannot expect to 
eradicate this disease. It is absolutely essential 
that a bed be available promptly for every person 
in this state who has contagious tuberculosis. 

The foresight of the medical profession was 
again manifested when organizations were rec- 
ommended to disseminate information concern- 
ing this disease to the entire citizenry of the 
state. This resulted in the Illinois Association 
for Prevention of Tuberculosis in 1905 now 
known as the Illinois Tuberculosis Association. 
The membership of this organization is composed 
of professional and non-professional workers 
with a preponderance of the latter. It derives 
most of its funds from the sale of tuberculosis 
Christmas Seals. For many years it has done 
excellent educational work throughout the state 
and thereby has played a large role in bringing 
about satisfactory legislation, increasing the 
number of sanatorium beds, and creating a coop- 
erative citizenry lending support to tuberculosis 
control activities everywhere. In the State Medi- 
cal Association’s tuberculosis eradication pro- 
gram there is no more valuable or helpful or- 
ganization than the Illinois Tuberculosis As- 
sociation. 

Inasmuch as the bovine type of tuberculosis 
is transmissible to animals, particularly from 
cattle to man, from man to man and from man 
back to animals, the futility of attempting to 
control the disease in people and at the same 
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time not controlling it in animals and vice versa 
was obvious. Therefore, it was just as necessary 
in Illinois that a tuberculosis eradication pro- 
gram among animals be affected as one among 
humans. Tuberculin testing of animals was early 
done in this state and when the United States 
Bureau of Animal Industry launched a nation- 
wide tuberculosis eradication campaign in cat- 
the in 1917, the veterinarians of Illinois were 
quick to aecept the recommendations and adopt 
the county as a unit on a state-wide eradication 
program basis. Whenever the testing with tuber- 
cvlin of all of the cattle of the county resulted 
in only 0.5 of 1 per cent or less reactors that 
county was officially designated as a modified 
accredited area. The first seven Illinois counties 
were accredited during the period January 10 
to July 12, 1927. By October, 1934 every county 
had been so accredited and the entire state was 
designated a modified accredited free area. Since 
that time the incidence of tuberculin reactors 
among cattle has been so reduced that in 1952 
testing revealed that only 0.19 per cent and the 
first few months of 1953 only 0.12 per cent of 
the animals were infected with tubercle bacilli. 
Despite this low incidence the veterinary medical 
profession continues its periodic tuberculin test- 
ing of the 3,869,000 cattle of Illinois. Veterinar- 
ians know full well that any animal which reacts 
to the tuberculin test regardless of apparent good 
health is potentially a contagious animal, and 
therefore, as long as such an animal exists there 
is a tuberculosis problem in this state. Veterinar- 
ians have gone so far ahead of our profession 
with their tuber€ulosis eradication programs that 
there is now much more likelihood of animals be- 
coming infected from contact with tuberculous 
people than from tuberculous animals. 


It is my understanding that this audience con- 
sists for the most part of members of committees 
on tuberculosis of state and county medical socie- 
ties of Illinois. I have no doubt that your com- 
mittees are now engaged in excellent tuberculosis 
work, therefore, I feel at home in your presence. 
Having been chairman of the Committee on 
Tuberculosis of the Minnesota State Medical 
Association for 28 years I shall risk relating 
some of our activities. In 1940 our committee rec- 
ommended that the State Medical Association 
establish a state-wide tuberculosis control pro- 
gram and that each physician’s office become a 
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tuberculosis center. The officers of each county 
medical society appointed a committee on tuber- 
culosis. The state committee has held meetings 
frequently and the minutes are sent to the mem- 
bers of the committees on tuberculosis of all 
local societies. Annually the county society mem- 
bers of the committee on tuberculosis meet with 
the state committee in precisely the same manner 
as you are doing today. On that occasion various 
state and local tuberculosis problems are dis- 
cussed and often recommendations are made for 
their attempted solutions. I shall relate just a 
few of the special projects which our commit- 
tees have tried to develop. 
Accreditation of Counties 

That which seems to have been most effective 
and still offers the greatest promise has consisted 
of accrediting counties with reference to accom- 
plishments in tuberculosis control among hu- 
mans. The idea was borrowed from the veterinar- 
ians because they had found that accreditation 
of counties was an extremely effective method of 
stimulating interest and activity on a county- 
wide basis, taking advantage of local pride. Our 
committee established two qualifications which 
any county would have to meet before accredited : 
1. Average mortality rate for the past five years 
must not be more than 10 per 100,000 popula- 
tion. 2. The tuberculin test must be administered 
to at least 90 per cent of the seniors in the high 
schools throughout the county. This qualification 
is met if not more than 10 per cent react to the 
test. The first county was accredited on December 
11, 1941 and the 25th on April 20, 1953. Enough 
counties have now practically qualified to bring 
the number to 64. This will be accomplished just 
as fast as details can be worked out and arrange- 
ments made for accreditation ceremonies. A 
considerable number of the remaining 23 coun- 
ties in the state will probably qualify within the 
next two years and it appears that within five 
years all of the 87 counties will have been ac- 
credited. This project has done exactly what 
we had hoped it would, namely, stimulate in- 
terest and activity, take advantage of local pride 
with much more rapid promotion of the tuber- 
culosis eradication program than before the 
project was instituted. 


This accreditation program has been a joint 
enterprise between the State Medical Association 
and the State Board of Health. The State Tuber- 


culosis and Health Association has done a 
tremendous amount of educational work which 
has greatly facilitated the program. This organi- 
zation, working with the local medical society 
committees on tuberculosis, has done much to 
assist in testing with tuberculin and arranging 
programs for accreditation ceremonies. 


Certification of Schools 

Another activity of a somewhat similar nature 
consists of certifying schools with reference to 
tubereulosis control work in progress in coopera- 
tion with the American School Health Associa- 
tion. Three members of our State Committee on 
Tuberculosis developed and are directing this 
activity. They established qualifications by which 
any school or system of schools might qualify 
for certification. This probably has stimulated 
more interest and resulted in greater activity 
than even the accreditation of counties in that 
such organizations as Parent-Teacher Associa- 
tions become involved and often practicalHty every 
citizen in the area regardless of age participates 
in the program. It is rapidly spelling the doom 
of the tuberculous teacher, bus driver or other 
personnel spreading unsuspected tuberculosis to 
fellow personnel members, children and students 
as well as other associates in the community. 
More than 2,000 schools have these certificates 
displayed on their walls and there is actual 
clamouring on the part of many other schools 
to meet the qualifications. In fact, this project 
of certifying schools can be conducted at the 
same time as the county accreditation program 
is in operation. 


Phenomenal Accomplishments 
The accomplishments in tuberculosis control 
have been phenomenal in Illinois. The mortality 
rate has decreased to almost unbelievably low 
levels. Rates of 20 per 100,000 outside of Chi- 
cago and only 30 per 100,000 in this great city 
is beyond the fondest hopes and most pleasant 
dreams of those who worked here a quarter cen- 
tury ago. A mortality rate reduced to 30 in the 
city of Chicago signifies greater effort and better 
accomplishment than the lower rates now pre- 
vailing in such states as Iowa, Minnesota and 
Wisconsin. The problem here has been much 
more grave and its solution far more difficult 
than it ever was in the less densely populated 
areas. 
In this city a large volume of credit must go 


to the Tuberculosis Institute of Chicago and 
Cook County, which is the Tuberculosis Christ- 
mas Seal organization and is comparable to a 
state tuberculosis and health association. This 
Institute, founded in 1906, has long done ex- 
cellent educational work, often under most try- 
ing circumstances, but it has succeeded and wiil 
continue to be an important factor in the future. 


Less Than Halfway 

Despite the fine accomplishments in this stat», 
the medical profession and its allies have not yet 
reached the halfway mark to the tuberculosis 
eradication goal. The remainder of the road is 
more difficult than that which has been traveled. 
Indeed a gigantic problem lies ahead. Although 
the number of deaths and the number of sick 
people has decreased phenomenally a great many 
persons now living were exposed to people with 
contagious tuberculosis or were infected from 
cattle and tubercle bacilli invaded their bodies 
earlier in life. In many of these persons there 


‘still reside foci of living tubercle bacilli as can 


be demonstrated by the tuberculin reaction. All 
such persons despite the clarity of x-ray films of 
their chests and their excellent state of health 
at the moment are potential cases of clinical and 
contagious tuberculosis. Although this condi- 
tion exists in a few children and young adults, 
it is in preponderance in the older age groups 
who were less protected against tubercle bacilli 
as children. 7 

If not now, certainly very soon, there must 
be a change in emphasis in the tuberculosis 
eradication program of Illinois. Until now the 
major part of work has been devoted to finding 
persons with gross tuberculous lesions as mani- 
fested by symptoms and physical signs they pre- 
sent or the shadows cast on x-ray films. Al- 
though this kind of work has been essential and 
should be continued, emphasis must shift to 
locating all persons who have tubercle bacilli in 
their bodies, since such individuals are potential 
cases of clinical and contagious tuberculosis. 
This kind of attack is made upon the tubercle 
bacillus itself rather than upon the destruction 
it has caused. By this method all the tubercle 
hacilli of a county or the entire state can be cor- 
ralled and the medical profession and its allies 
will know in whose body they exist and where to 
expect clinical disease to appear. 


This means that county-wide tuberculin test- 
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ing surveys must be conducted, including per- 
sors from birth through senility. Inasmuch as 
every characteristic tuberculin reactor has living 
tuvercule bacilli in his body this method is just 
as accurate in locating the whereabouts of tuber- 
cl bacilli in a community as finding them by 
th. microscope or cultural and inoculation meth- 


‘\Vhen tuberculin reactors, particularly adults, 
ai examined periodically, including x-ray film 
in pection of their chests, those destined to de- 
ye op clinical Jesions in their lungs may have 
sit h areas of disease detected by the x-ray 
s| idows they cast on an average of more than 
ty) years before they become contagious or 
ce ise illness. Thus after gross lesions have de- 
ve oped so they can be detected by the shadows 
they cast on the x-ray film the tubercle bacilli 
are still corralled in the individual’s body. If 
proper therapeutic steps are taken during this 
period the tubercle bacilli may be held within 
the individual’s body and thus prevented from 
reaching the outside world to set up habitations 
in the bodies of other people and animals. 


While there is good evidence that all tubercle 
bacilli may die in the bodies of some persons 
there are many individuals in whom they remain 
alive and virulent throughout life’s span. There- 
fore, if all new tuberculous infections were 
stopped immediately those who have been in- 
fected in the past constitute a serious tuberculous 
problem for many future decades. It is only when 
they are prevented from developing contagious 
disease and finally carry their tubercle bacilli 
to the grave that one may hope for eradication 
of tuberculosis. When people stop dying and 
when there is no longer anyone ill from this 
disease there will still be a serious problem 
among those who react to tuberculin. When only 
a few persons react to tuberculin they and their 
associates are in danger. This is just as true of 
people as it is of animals. It is only when no one 
reacts to tuberculin that the eradication goal 
has been attained in any place. 


Already there are sizeable areas in the United 
States where no child of school age reacts to 
tuberculin. This indicates eradication of tuber- 
culosis through the school age level. 

While tuberculin reactors mainly in the older 
age group are being kept under close surveillance 
by periodic examinations all nonreactors in the 
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community, including children, should be tested 
with tuberculin periodically in order that any 
who become infected will have this condition 
detected promptly. Any individual who converts 
from a nonreactor to a tuberculin reactor has 
been in contact with a person who has contagious 
tuberculosis. This has occurred since the last 
testing with negative result. The contagious case 
may be a previously unsuspected one. It may 
be a person who has recently moved into the 
community or it may be a local adult tuberculin 
reactor whose examinations have been neglected. 
Again the recent convertor may have been out of 
his community working or vacationing and 
contacted a contagious case. In any event a 
careful search should be made among the adult 
associates to find the person responsible for the 
infection of the recent convertor. This convertor, 
whether child or adult, should be promptly ex- 
amined and if no clinical disease is found should 
be placed in the group receiving periodic ex- 
aminations. 


It is possible that the best treatment for tuber- 
culosis in the near future will be a bacteriocidal 
drug which will be administered to children and 
adults alike just as soon as they are found to have 
become sensitive to tuberculin. At this time 
the lesions are small and vascular and one might 
expect to sterilize them with such a drug. In- 
deed it is possible that combinations of our pres- 
ent drugs including streptomycin, para-aminosal- 
ievlie acid and isoniazid may result in the de- 
struction of all tubercle bacilli in fresh lesions 
if administered sufficiently long. 


If tuberculous lesions are not detected until 
they are large and dense enough to cast x-ray 
shadows the best opportunity has passed to steri- 
lize them even if a bacteriocidal drug becomes 
available. By this time their vascularity has 
been so reduced that it is difficult if not impos- 
sible for tubercle bacilli to be reached by a drug 
in the blood stream. Hence it behooves the physi- 
cian to administer the tuberculin test universally 
since a reaction detects the presence of tubercu- 
losis in the human body earlier than any other 
phase of the examination. Starting with this first 
manifestation of tuberculosis and carrying 
through insures the earliest possible diagnosis of 
any clinical disease which may subsequently 
evolve. 
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SUMMARY 

1. The medical profession of Illinois and its 
allies possess all of the knowledge, the ability 
and the facilities to eradicate tuberculosis. 

2. Among important allies are your excellent 
State Board of Health, your splendid sanatorium 
staffs and their institutions, your State Tuber- 
culosis Association and Tuberculosis Institute 
of Chicago and Cook County and numerous coun- 
ty tuberculosis societies, your splendid nursing 
profession and social service organizations, your 
superb veterinary profession, etc., etc. 

3. Phenomenal accomplishments have already 
been achieved, but you are less than half the 
distance to the tuberculosis eradication goal. 

4. A major part of the tuberculosis work of 
the past has consisted of finding and treating 
gross lesions, and preventing their hosts from 
disseminating tubercle bacilli. 

5. In many areas now and in the whole of 
Illinois soon, a change of emphasis is due. While 
the findings of persons with gross lesions by 
such procedures as x-ray inspection of the chest, 
isolating and treating such individuals must 
continue and even he intesified, major emphasis 
must be placed upon seeking out tubercle bacilli 
wherever they exist and keeping them corralled. 
To date this is the only known way of promptly 
stopping the dissemination of tubercle bacilli. 

6. The tuberculin test detects the presence of 
tuberculosis earlier than any other phase of ex- 
amination. Every person who reacts to tuberculin 
has tubercle bacilli containing lesions in his 
body, even though in excellent health and with 
clear chest x-ray films. All such persons are po- 
tential clinical and contagious cases of tuberculo- 
sis. 

?. When one finds a person who reacts to 
tuberculin, one has located tubercle bacilli just 
as certainly as though they are seen under the 
microscope or are grown in culture medium or 
in animals. 

8. Only persons who react to tuberculin, there- 
fore, develop gross clinical lesions, Accordingly 


every person, regardless of age, who reacts to 
tuberculin, should be promptly examined, includ- 
ing x-ray film inspection of the chest. If gross 
lesions are not in evidence they may evolve at 
any subsequent time. Thus at least annual re- 
examination should be made. 


9. When periodic examinations are made of 
tuberculin reactors, particularly adults, clinical 
lesions destined to develop in the chest can usual- 
ly be found two years or longer before they 
cause symptoms or become contagious. Thus 
the tubercle bacilli are still corralled in the in- 
dividual’s body. If treatment is administered 
promptly, both illness and contagion can usually 
be prevented. 


10. There is no shortcut to the tuberculosis 
eradication goal. Every person who is now in- 
fected and therefore is a tuberculin reactor must 
be examined periodically as long as he lives. 
This applies to all who henceforth become in- 
fected with tubercle bacilli. Many persons now 


‘infected with tubercle bacilli will be living when 


the 21st century opens. Therefore, if all infection 
were stopped today, the disease could not pos- 
sibly be eradicated in Illinois during this century. 
However, if all persons now infected were kept 
under adequate observation the eradication goal 
could be within shouting distance of the workers 
when the 21st century begins. 

11. We must gird for a long strenuous fight 
just as “a walking journey of a thousand miles 
begins with a single step” our long journey be- 
gins with promptly putting into operation all 
that we know about tuberculosis and diligently 
pursuing the tubercle bacillus thereafter. 

12. The interest and activity of the public 
must be aroused, stimulated and perpetuated 
everywhere. Accreditation of counties with refer- 
ence to accomplishment in tuberculosis control, 
certification of schools on the basis of tubercu- 
losis work in progress are excellent methods of 
obtaining all out support of the tuberculosis 
eradication program. 
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The field of obstetrics and gynecology is 
uniquely characterized by the frequent occur- 
rence of vaginal bleeding which can vary 
from that of a normal menstrual flow to one of 
ex-anguinating proportions. Many of the prob- 
lems encountered in this segment of medicine 
are associated with the proper management and 
termination of these situations. Obviously, the 
fir-t step in their management is establishment 
of a proper diagnosis, since hemorrhage is not 
an entity in itself but merely a symptom of some 
other etiologic pathology. Since it is not within 
the scope of this discussion to dwell upon the 
diagnostic problem, this very important factor 
will be unwillingly neglected. This paper will 
be limited to procedures involved in the manage- 
ment of the more severe forms of hemorrhage 
encountered in the gynecologic and obstetric 
patient. 

To maintain a degree of organization, the 
bleeding problems will be separated into those of 
gynecological nature, including the first  tri- 
mester of pregnancy, and those usually encoun- 
tered late in pregnancy. The bleeding problems 
of the first trimgster of pregnancy are classified 
as gynecological so as to stress the important 
fact that all bleeding patients within the child- 
bearing age should be considered pregnant until 
proven otherwise. The discussion will center 
about measures which are primarily directed 
toward the control of hemorrhage itself and not 
necessarily definitive in the ultimate treatment 
of the basie pathology. 

Table 1 represents a schematic outline of the 
various entities etiologic in the production of 
hemorrhage in a gynecological patient. 
(Curtis) 


Resident in Obstetrics and Gynecology, Lewis Me- 
morial Maternity Hospital Clinic. 

Presented before the Metropolitan Chapter of the 
American College of Surgeons, John B. Murphy Me- 
morial Hall, April 19, 1954. 
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Hospital Management of Bleeding 
Emergencies in Gynecology and Obstetrics 


J. C. Leshock, M.D. 
Lansing, Michigan 


Table 1 

Group 1. Constitutional and Systemic Causes 
Anemia, nephritis, syphilis, decom- 
pensation, cirrhosis, high blood 
pressure, blood dyscrasias. 

Group 2. Complications of Pregnancies 


Threatening Abortion, Retained 
Products, Ectopic, Hydatid Mole, 
Choriocarcinoma. 


Group 3. Benign tumors of the uterus 
Myomas, adenomyosis, endometrial 
hyperplasia, and polyps. 

Group 4. Malignant tumors of the uterus 
Cervical cancer, endometrial cancer, 
sarcoma. 

Group 5. Other Causes 
Endometritis, 
The, syphilis. 


retrodisplacement, 


Group 6. Tumors and Inflammation of the 
Ovary 

PID, granulosa cell tumor, malig- 
nant tumors. 


Group 7. Functional bleeding. 


Bleeding of an alarming amount requiring 
emergency care is most frequently encountered 
in Groups 2, 3 and 4. In the other groups, treat- 
ment of the underlying pathology will produce a 
cessation of the bleeding. 

Group 2, complications of pregnancy are by 
far the the most common, occurring in the child- 
bearing age. 

In the management of the threatened abortion, 
hemorrhage of serious proportions usually occurs 
only when the gestation has separated itself 
from the uterus and is being expelled, or when 
the abortion is incomplete. Frequently, speculum 
visualization of the cervix will demonstrate the 
gestation in the cervical canal readily amenable 
to removal with ovum forceps. Supportive thera- 
py with whole blood transfusions will be given 
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as indicated together with the judicious use of 
oxytocics. Incomplete abortion or retained gesta- 
tional products calls for therapeutic D & C. 
together with transfusions and oxytocics as indi- 
cated. Ectopic pregnancy represents a distinct 
challenge to the physician in that diagnosis of 
the condition may be either clinically apparent 
on cursory exam or extremely difficult requiring 
the employment of such diagnostic aids as cul- 
pocentesis and culpotomy. Concealed hemorrhage 
from a ruptured ectopic gestation will require 
supportive therapy with whole blood transfusions 
if the patient is in a state of shock. In the 
patient whose hemodynamic picture has stabilized 
following her initial hemorrhage, the administra- 
tion of blood may produce a relative hyper- 
volemia which may break loose an occluding clot 
and produce added blood loss. Therapeutic lapa- 
ratomy is indicated at the earliest time. The 
management of hydatid mole is conservative. As 


a rule, when active bleeding takes place, the 


uterus is in the process of extruding the mole 
and supportive therapy with whole blood trans- 
fusions and cautious pitocin stimulation will be 
rewarded by a successful outcome. However, in 
the unusual cases where severe hemorrhage is 
occurring without progressive commensurate ex- 
pulsion of molar tissue, operative interference 
may be indicated. The large size of the uterine 
cavity under such circumstances usually dictates 
evacuation by hysterotomy, at which time any 
invasive characteristics may be demonstrated. 
The physician is obligated to follow such patients 
with monthly quantitative AZ tests to demon- 
strate any retention of molar tissues or malig- 
nant degeneration. A persistence or rise in the 
titre will merit D & C if intercurrent pregnancy 
can be ruled out. The management of bleeding 
from choriocarcinoma is usually by hysterectomy 
and bilateral salpingo-oophorectomy. 

Bleeding episodes arising from myomas and 
adenomyosis (Grp. 3) can frequently be con- 
trolled, at least temporarily, with ergot and 
estrogens, although definitive treatment is with 
hysterectomy. In dealing with malignant tumors 
(Grp. 4) particularly cervical lesions, temporary 
cessation of bleeding can be attained by vaginal 
packing, especially utilizing the hemostatic cellu- 
lose products. A valuable agent in the control 
and prevention of this type of bleeding is the 
acetone or formaldehyde pack which toughens 


and scleroses the involved tissue. In the event 
that this fails, extraperitoneal bilateral ligation 
of the hypogastric, ovarian and funicular arteries 
is indicated and is usually effective. In Groups 
5 and 6, control of hemorrhage will be accom- 
plished through management of the underlying 
pathology. Group 7, functional bleeding, is not 
usually thought of as a serious type of bleeding, 
although it can be alarming in proportions, 
especially in the pubertial patient. The control 
of this type of bleeding is supportive, using blood 
to combat the anemia and large doses of estro- 
gens to eliminate ovarian activity. Once heavy 
bleeding ceases, general supportive care with 
anti-anemic therapy, thyroid, estrogens wiil 
usually maintain these patients until their over- 
all hormonal balance stabilizes. 

Emergency obstetrical conditions, usually en- 
countered in the last trimester of pregnancy can 
be listed as follows: 

1. Placenta previa 

2. Abruptio placenta 

3. Post-partum hemorrhage 

4. Rupture of uterus. 

Placenta previa and abruptio placenta, most 
frequent in occurrence, should be considered 
together since management can be in- 
stituted only when the proper diagnosis has been 


established. In both of the conditions, severe — 


bleeding is the single outstanding feature, fre- 
quently of exsanguinating proportions. As is 
seen in the chart, it will usually be possible to 
make a rapid differentiation between the two 
entities. Placenta previa will frequently have a 
history of previous spotting or bleeding, toxemia 
signs and symptoms will be absent as also will 
pain be absent. On examination, the uterus will 
usually be soft, non-irritable, not in labor. The 
picture of shock in both conditions will vary with 
the amount of blood loss. The bleeding will 
always be external and on the examination of 
the cervix, if done, placenta will be palpable. 
On the other hand, abruptio placenta will not 
usually be preceded by a history of spotting or 
bleeding. toxemia signs will be present in 25 to 
50% of the cases; pain will always be present. 
Examination will show a tender, hard, irritalle 
uterus frequently in active labor. The bleeding 
may be occult, the extent being evidenced only 
by the relative degree of shock. Examination of 
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the cervix will show only the presenting part, 
no placenta. 

In the management of placenta previa, once a 
tentative diagnosis has been made, every effort 
must be made to replace the blood loss and pre- 
pre for further hemorrhage. One of the best 
h mostatic agents in medicine is a ready-avail- 
aile supply of compatible blood. When the 
patient is stabilized and fluid or blood is running 
intravenously, consideration may then be directed 
toward further definitive treatment in the form 
o’ a sterile vaginal examination. This should 
b» done only under a double set-up, where ar- 
rongements are ready for immediate caesarean 
sction is indicated. Careful palpation of the 
lower uterine segment, cervix and cervical os will 
demonstrate the extent of the previa. The finding 
o! a central previa calls for immediate abdominal 
delivery. The management of marginalis or 
lateralis previa will vary with the circumstances. 
As a Yule, conservative measures give better 
results. Accordingly, the membranes are rup- 
tured, permitting the presenting part to descend 
and tamponade the bleeding edge of placenta 
and in most instances, vaginal delivery will fol- 
low. If the bleeding is too excessive, or if rupture 
of the BOW fails to control the blood loss, de- 
livery should be by immediate caesarean section. 
The use of the Voorhees bag to control hemor- 
rhage in placenta previa is almost universally 
condemned and the insertion of a vaginal pack, 
actually of little hemostatic value, is permitted 
only as a temporary procedure while the prepara- 
tions are being made for section. 

In abruptio placenta, the singular important 
feature of management is stabilization of the 
hemodynamic picture. 

Very often, occult internal bleeding will cloud 
the picture and produce a shock state out of 
keeping with the apparent blood loss. Immediate 
vigorous blood replacement is necessary. Once a 
tentative diagnosis has been made and the hemo- 
dynamies. stabilized, cautious vaginal or rectal 
examination will indicate the condition of the 
cervix, an important factor in deciding definitive 
treatment. As a rule, the conservative, expectant 


management of abruptio will reward the physi-. 


cian with better results. The irritation of the 
extravasated blood usually precipitates the pa- 
tient into a rapid type of labor and vaginal 
delivery is often accomplished in a surprisingly 
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short time. At the time of cervical examination, 
rupture of the membranes serves to enhance the 
speed of the labor, and the quality of the pains 
may be further augmented by a cautious pitocin 
stimulation. As a rule, the onset and progression 
of labor brings about a cessation of the bleeding ; 
however, the blood picture of the patient must 
be carefully maintained at a stable level. Cae- 
sarean section is indicated in abruptio placenta 
in those cases where immediate delivery is im- 
perative for fetal salvage, and where the condi- 
tion of the cervix is such that rapid vaginal 
delivery cannot be expected. 

The most frequent cause of post-partum hem- 
orrhage, usually of emergency significance in 
the third stage of labor, is uterine atony or 
inertia. When one realizes that 1500 ec. of blood 
course through the term gravid uterus every 
minute, it is understandable how the open vessels 
of a relaxed uterus can mother a dangerous 
hemorrhage. It must be remembered that uterine 
atony is usually preceded by etiologic factors 
such as prolonged labor, grand multiparity, 
uterine over-distention with a large infant or 
twins, so that preparations should be made for 
this complication even before the patient is 
delivered. In the face of a hemorrhage of serious 
proportions, in the third stage, etiology must be 
accurately and rapidly determined. Visualization 
of the cervix will rule out a laceration of the 
cervix or vaginal vault, and an intrauterine 
exploration will reveal the retained placental 
cotyledons, the ruptured uterus or the most com- 
mon atonic uterus. Therapy can be instituted 
at once. With the intrauterine and abdominal 
hands, the uterus is massaged to stimulate con- 
tractions. An intravenous oxytocic, particularly 
pitocin, is very valuable in maintaning the uterus 
in a contracted condition. Bitter experience has 
prompted the almost universal condemnation 
of routine packing in the management of 3rd 
stage bleeding. As a last resort, after all other 
measures have failed to control the bleeding, 
hysterectomy may be indicated. Obviously, the 
patient’s general condition must be continually 
maintained with transfusions and supportive 
therapy as indicated. 

Time will not permit a didatic discussion of 
the diagnosis of rupture of the uterus. May it 
suffice to say that the presence of bleeding and/ 
or shock in association with an operative de- 
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livery, caesarean section scar, the 3rd stage 
of labor or associated with a prolonged, neglected 
labor, should call to mind the potential diagnosis 
of uterine rupture. Examination will usually 
elicit a rent in the uterus. The treatment 
in itself is well standardized, i.e., hysterectomy, 
but of cardinal importance is the stabilization of 
the patient’s hemodynamic picture prior to sur- 
gery. Immediate blood replacement is imperative. 
At times, it may be convenient and feasible to 


clamp the uterine arteries vaginally so as to 
effect a temporary cessation of exsanguinating 
hemorrhage while preparations are made for 
immediate surgery. This is accomplished with 
long clamps after first elevating the bladder and 
ureters off the anterior surface of the cervix to 
avoid a crushing injury. The total hysterectomy 


is preferred over the subtotal. 
1409 E. Michigan 


WHAT IS AN ALCOHOLIC? 


Let us first consider all the wrong definitions 
of an alcoholic. Everyone has heard the expres- 
sion, “An alcoholic is an individual who drinks 
alone.” Many a father and mother have given 
advice to their offspring sounding like this : “Son, 
never drink alone, and you will never be an 
alcoholic.” Also, many well meaning doctors, 
psychiatrists, and clergymen have given the 
same advice. However, the fact is that there are 
many, many alcoholics who never drink alone. 
As soon as they start drinking they become gre- 
garious and develop “telephonitis.” They do not 
want to be alone — they want to be with others. 


There is another axiom: “The alcoholic is the 
person who has to take a drink in the morning.” 
Then, as a corollary, this advice is given: “If 
you don’t drink in the morning, you are not an 
alcoholic.” There are many alcoholics laboring 
under this misinformation. Think of those who 
refuse to consider themselves alcoholics because 


they fight off the jitters all morning with aspirin, 
BC, and Bromo Seltzer, until at 12 noon they 
resume their drinking. Another common error 
regarding alcoholism is the recommendation, 
“Never drink every day and you'll not be an 
alcoholic.’ We are all familiar with the “periodic 
binge” type of drinker who may go for weeks, 
months, or even years without touching a drop 
and then go on a real spree. It makes no differ- 
ence whether an alcoholic is a periodic drunkard 
or a drunkard, period. 

What then is alcoholism and who is the alco- 
holic? Alcoholism is a symptom — yes, a symp- 
tom of an underlying illness. An alcoholic is 
an over-the-line drinker whose drinking inter- 
feres with his everyday living. He is one who, 
having taken one drink, cannot guarantee his 
behavior. He is a person who, after taking the 
first drink, cannot tell when he is going to stop. 
George A Constant, M.D., Alcoholism — A 
Publis Health Problem. Texas J. Med. March 


1954. 
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PATHOLOGY CONFERENCES 


Complications with Old Infarcts 
of the Heart 


Edwin F. Hirsch 
St. Lukes Hospital 
Chicago 


1—Anemic atrophy of the 
myocardium; 

2—Focal aneurysm of the left 
ventricle’ with rupture; 


1 — ANEMIC ATROPHY OF THE 
MYOCARDIUM 
A negress aged 52 years entered St. Luke’s 


Hospital on September 11, 1948 in the care of 
Doctor G, K. Fenn. In 1929 a bilateral salpingo- 
ophorectomy and subtotal hysterectomy had been 
done for chronic salpingitis. She returned on 
July 10, 1948 because of shortness of breath for 
about two years, weakness of the right arm and 
leg and double vision for 2 days. The weakness 
and double vision appeared suddenly and were 
associated with precordial pain, coughing and 
marked shortness of breath. Her blood pressure 
then was 112/80 mms. Hg., the pulse was 110 
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3—Saccular aneurysm of the lateral 
wall of the left ventricle; 

4—Saccular aneurysm of the inter- 
ventricular septum 


and the respirations 18 per minute, and her tem- 
perature was 100°F. The heart was markedly en- 
larged to the right and to the left. There were 
subjective diplopia and rales in both lungs. The 
electrocardiogram demonstrated sinus tachy- 
cardia, a left bundle branch block and delayed 
A-V conduction. The blood was slightly anemic, 
the urine contained 75 mgms percent albumin. 
Her condition improved and she was discharged, 
July 28, 1948. She re-entered the hospital on 
August 29, 1948 complaining of a productive 
cough, and a sudden pain in the chest. A roentgen 
film demonstrated marked cardiac enlargement 
and vascular congestion of the lungs. The elec- 
trocardiogram was essentially the same, and 
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Figure 1. Photograph illustrating the fibrous thicken- 
ing of the lining and dilatation of the lumen of the 


clinically she was thought to have had pulmonary 
embolism. She was discharged, September 7, 


1948, but returned on September 11, 1948 be- 
cause of weakness, a productive cough, shortness 
of breath and substernal constriction with cough- 
ing. 

She appeared ill, had a blood pressure of 114/ 
80 mms. Hg., a pulse of 132 and respirations 32 
per minute. The heart was enlarged, there were 
no murmurs, but frequent extrasystoles. The 
liver was palpable at the umbilicus. The blood 
was slightly anemic, the urine had 100 mgms 
percent albumin, and the electrocardiogram 
showed a sinus rhythm, a partial A-V block, and 
a left bundle branch block. A roentgenogram 
disclosed an enlarged heart. On the third hospital 
day she had an attack regarded as pulmonary 
embolism. She died suddenly on October 4, 1948. 

The essentials of the anatomic diagnosis of the 
necropsy (trunk) are: 

Chronic fibrous myocarditis, dilated chambers, 

marked atrophy of the papillary muscles, old 

fibrous endocarditis, and mural thrombosis of 
the left ventricle of the heart; 

The right pleural space was obliterated by 
fibrous adhesions, the left side had none and con- 
tained a small quantity of fluid. The pericardial 


left ventricle. Note the atrophic flat papillary muscles. 


sac had the usual clear limpid yellow fluid and 
anteriorly were adhesions between the parietal 
and visceral surfaces. The large heart weighed 
620 gms. All of the chambers were dilated. The 
lining of the right side of the heart was smooth, 
the tricuspid leaflets had slight fibrous changes. 
The lining of the left auricle and auricular ap- 
pendage was smooth. The lining‘of the dilated 
left ventricle (Figure 1) was gray. with fibrous 
tissue, portions in plaques. The papillary muscles 
were flattened and atrophic. The mitral ring was 
dilated (10.5 ems. circumference). The myo- 
cardium of the left ventricle measured along 
the septum behind was 2 ems. thick at the 
mitral ring level but diminished to 1 em. at the 
apex. The muscle tissues had multiple fibrous 
scars. The lining of the coronary arteries had 
fibrous and fatty changes but no focal occlusion. 
The aorta had a moderate atherosclerosis. The 
changes in the viscera otherwise were essentially 
those of passive hyperemia and edema. There was 
no evidence of pulmonary embolism. 


2 — FOCAL ANEURYSM OF THE 

LEFT VENTRICLE WITH RUPTURE 
This whité male aged 46 years entered St. 

Luke’s Hospital on February 20, 1952 in the 
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care of Doctor Fred Ball and died on March 22, 
1952. When admitted had had a severe pain in 
the upper part of the left chest, shoulder and 
throat for about one and a half hours associated 
with cold sweat, dizziness and finally syncope. 
He had had a similar less severe attack ten days 
previously in French Morocco, just before leaving 
for home. The pain had persisted while enroute 
by plane but gradually decreased. He had been 
stationed in Africa for eight months but had 
had no attacks of this kind although he had had 
several attacks of dysentery. 

When admitted he was a well nourished adult 
wiite male in profound shock, conscious and 
al rt. His blood pressure was 50/40 mms. Hg and 
hi- temperature was 100.4°F. The pulse was 
thready and barely perceptible, 108 per minute 
aid the Cheyne-Stokes respirations were 16 per 
minute. The extremities were cold. The lungs 
were Clear, the heart not enlarged to percussion 
but the heart tones were distant, regular in 
rhythm and force and without murmurs. There 
were no other significant physical findings. 

‘The erythrocytes were 4,000,000 per c. mm., 
the hemoglobin was 12.2 gm. percent and the 
leukocytes 21,500 per ¢. mm. with 67 percent 
polymorphonuclear cells. The urine contained 80 
mgm percent albumin, but no sugar. The sedi- 
mentation rate was increased. Serological tests of 
the blood were negative. The non protein nitro- 
gen of the blood was 33 mgms and the sugar 159 
percent. The  electrocardiogram had 
changes consistent with an antero-lateral infarct 
of the myocardium. 

He received oxygen therapy, morphine and 
atropine sulphate, aminophylin and anticoagu- 
lants. Later when removed from the oxygen tent 
he had an attack of auricular fibrillation. Oxygen 
therapy and digitoxin relieved this cardiac dis- 
order. He seemed to make a remarkable recovery 
when a precordial friction rub developed and 
about 24 hours later he became cyanotic, had 
labored respiration and an imperceptible pulse. 
He failed to respond to emergency therapy and 
died. 

The essentials of the anatomic diagnosis of the 
necropsy (trunk) are: 

Spontaneous rupture and mural thrombosis of 


mgms 


Figure 2. Photograph illustrating the ruptured aneu- 
rysm of the left ventricle of the heart. — (A) rup- 
ture; (B) aneurysm; (C) stenotic branch of the coro- 
nary artery. 
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an aneurysmal infarct of the left ventricle 

of the heart; 

Huge hemopericardium ; 

Obturator thrombosis of the ramus circum- 

flex of the left coronary artery ; 

Marked atherosclerosis of the coronary arter- 

les ; 

The pericardial sac contained 700 gms. (about 
650 ces) of firmly clotted blood. The heart was 
large and weighed 560 gms. In the lateral wall of 
the left ventricle 8.5 cms. above the apex was a 
thin walled collapsed saccular aneurysm 2.5 by 
3 ems. in dia. with an irregular crescent shaped 
laceration across the center 1 em. long and with 
torn edges gaping 0.5 em. (Figure 2.) A small 
mural thrombus was attached to the lining. The 
pouch was behind the posterior papillary muscle. 
The lining and valve structures on the right side 
of the heart had no changes. The leaflets of the 
mitral and aortic valves were thin but the cavum 
of the left ventricle was dilated. The myocardium 
of the left ventricle along the septum behind was 
1.2 to 2 ems. thick. The lining of the coronary 
arteries had marked fatty and fibrous changes 
and focal atheromatous plaques. An anterior 
descending branch of the ramus circumflex of the 
left coronary artery extended to the edge of the 
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aneurysmal sac. The lumen of the distal 2 cms. 
of the vessel was markedly constricted by a cal- 
cified fibrous atheroma and occluded by a small 
red thrombus. The right coronary artery 10 cms. 
from its origin had a markedly narrowed lumen. 
There was a marked edema of the lungs, the right 
weighing 640, the left 500 gms.; otherwise the 
viscera had no significant changes. 


3 — SACCULAR ANEURYSM OF 
THE LATERAL WALL OF THE 


LEFT VENTRICLE 
A white male aged 57 years entered St. Luke’s 


Hospital in the care of Doctor R. Roskelley on 
November 7, 1952 and died on December 11, 
1952. Twenty-five years before he had had a 
partial thyroidectomy for hyperthyroidism. In 
1949 and again in 1950 similar symptoms were 
controled by drugs. He entered the hospital in 
August 1952 because of severe attacks of sub- 
sternal pain and the diagnosis of myocardial in- 
farction was supported by electrocardiograms. 
After 24 days in the hospital he was discharged, 


Figure 3. Photograph illustrating the saccular aneurysm 
of the lateral wall of the left ventricle of the heart 
and the marked atrophy and fibrous replacement of 


but on November 6, 1952 he again had severe 
pain in the left side of his chest, shoulder, neck 
and arm. When admitted to the hospital his tem- 
perature was normal, his pulse 84 per minute 
and his blood pressure 80/60 mms. Hg. The 
heart was enlarged, the sounds distant and poor 
in quality. There were many extrasystoles. The 
blood had 4,000,000 erythrocytes and 12,100 
leukocytes per c.mm. The serum cholesterol was 
323 mgms percent. The other chemical con- 
stituents were not unusual. The urine had 30 
mgms percent albumin. Electrocardiograms 
demonstrated auricular fibrillation, ectopic ven- 
tricular systoles and evidence of myocardial in- 
farction. Roentgenograms of the chest revealed 
a markedly enlarged heart and right pleural ef- 
fusion. On November 12, 1952 a friction rub was 
heard over the apex of the heart. His condition 
grew worse, he became markedly dyspneic and 
died on December i1, 1952 with the clinical 
diagnosis of myocardial infarction. 

The essentials of the anatomic diagnosis of the 
necropsy (trunk) are: 


the myocardium. Note the large mural thrombus on 


the septum. 
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Figure 4. Photograph illustrating the marked ulcerated 
atherosclerosis and mural thrombosis of the aorta. 


Extensive old fibrous infarct of the lateral 

wall and septum of the left ventricle of the 

heart with mural thrombosis of a large aneu- 
rysmal dilatation ; 

Marked constricting atherosclerosis of the coro- 

nary arteries of the heart ; 

Obliterative fibrous and fibrinous pericarditis ; 

Dilated chambers of the heart ; 

Marked ulcerated and calcified atherosclerosis 

of the aorta; 

Both lungs were moderately compressed; the 
right pleural space contained about 700 ce. of a 
clear amber fluid, the left about 150 cc. The 
pericardial sac was obliterated by fibrous and 
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fibrinous adhesions. The heart weighed 650 gms. 
The chambers were dilated, especially the left. 
The lining of the right chambers had small fecal 
fibrous thickenings. There were similar thicken- 
ings of the left auricle and auricular appendage. 
The lining of the lower portion of the dilated 
left ventricle was thickened by fibrous tissue es- 
pecially the septum and apex. The lower portion 
of the left ventricle had an aneurysmal dilatation 
(Figure 3) and the wall here was reduced to 
4 mms. thickness. The aneurysm involved the 
septum and the lining here was covered with a 
firm red brown mural thrombus. Portions of the 
septum toward the base Of the heart had a recent 
infarct. The lumen of both .coronary arteries 
was markedly narrowed, especially the proximal 
portions and the lung had ‘a-marked atherosclero- 
sis. The aorta had a marked ulcerated and calci- 
fied atherosclerosis with mural thrombosis (Fig- 
ure 4). The changes in the viscera otherwise 
were mainly those of a chronic passive hyperemia. 


4 — SACCULAR ANEURYSM OF 
THE INTERVENTRICULAR SEPTUM 

A white male aged 58 years entered St. Luke’s 
Hospital on March 5, 1953 in the care of Doctor 
G. K. Fenn. Two weeks before he had had an 
attack of pain in his chest and had been at rest 
in bed for three days. Just before admission he 
had nocturnal dyspnea. When admitted his tem- 
perature was 101°F., his pulse 120 and his respi- 
rations 24 per minute. The heart tones were dis- 
tant and his liver extended 5 ems. below the right 
costal border. The blood had a slight anemia and 
11,800 leukocytes per c.mm. The urine had no 
significant changes. A roentgenogram demon- 
strated an enlarged heart. Electrocardiograms 
indicated a possible anterior myocardial infarct. 
The patient was given sedatives, anticoagulants 
and oxygen but he had frequent attacks of dysp- 
noea and died during one of these on April 24, 
1953. 

The main portions of the anatomical diagnosis 

of the necropsy (trunk) are: 

Extensive old fibrous infarct with saccular 

aneurysm and mural thrombosis of the septal 

myocardium of the left ventricle of the heart ; 

Marked dilatation of the left ventricle of the 

heart ; 

Marked atherosclerosis of the aorta and of its 

main branches ; 
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Figure 5. Photograph illustrating the large saccular 


aneurysm of the septum with mural thrombosis of the 


Saccular aneurysms of the abdominal aorta, 
the right common iliac artery, and of the right 
coronary artery ; 

Chronic obliterative fibrous pericarditis. 

The heart weighed with some adherent peri- 
cardial sac 890 gms. The chambers on the right 
side were dilated. The lining of the left auricle, 
auricular appendage and left ventricle had fi- 
brous thickenings, especially the left ventricle 
toward the apex. The chamber of the left ven- 
tricle was markedly dilated into an aneurysmal 
structure and the myocardium at the apex was 
replaced by fibrous tissues. The septum formed 
part of the aneurysm and in the sacculation here 
was a large dark red mural thrombus 10 by 8 
ems. (Figure 5). The wall was thin. The lining 
of the coronary arteries had moderate fatty and 
fibrous changes. The right coronary artery had 
a dilated lumen and at 1 cm. and 2.5 cms. levels 
from its origin were saccular aneurysms 1 cm. 


in dia., the one distally with a subintimal hemor-  gigure 6. Photograph illustrating the saccular aneurysm 
rhage (Figure 6). The aorta had marked athero- (A and B) of the right coronary artery. 
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sclerosis, (Figure 7), the abdominal portion had 
an aneurysm 10 ems. long and 2.5 ems, in cir- 
cumference. The right common iliac artery also 


had a saccular aneurysm 2.5 cms. in dia. The 


viscera of the body otherwise had a marked 
chronic passive hyperemia. In the region of the 
right suprarenal gland was a mass of soft gray 
tissue 7 by 5.5 by 3.5 ems. weighing 45 gms. and 
with the structure of seminoma tissues. No tumor 
tissues were found in the testes by gross or micro- 
scopic examinations. The periaortic abdominal 
lymph nodes had metastases of similar tumor tis- 
sues. 


COMMENT 

These four records and descriptions illustrate 
late complications of myocardial infarction. The 
first exemplifies interference with coronary cir- 
culation below the level adequate for func- 
tional needs. Accordingly there is a marked atro- 
phy of the muscle fibers, especially obvious in 
the papillary muscles and columnae carniae 
which become flat bands. The other records de- 
scribe the formation of aneurysms as a compli- 
cation ; Case IT a small focal lesion with rupture, 
Cases III and IV, aneurysmal dilatation of the 
lateral wall and of the septum. Mural thrombi 
in these become the source of emboli carried 
into the systemic circulation. 


Figure 7. Photograph illustrating the marked athero- 
sclerosis of the aorta, and the saccular aneurysms of 
the abdominal aorta (A) and the iliac arteries (B and 
C). Note the metastatic seminoma-like tissues in the 
lymph nodes along the aortic aneurysm. 
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THE CURE OF GRIEF 

Mantacinni was one of the most notorious 
quacks in history. His most daring deed occurred 
in a village where he boldly predicted that on a 
certain day he would revive all those who had 
died within the preceding 10 years. As the day 
of resurrection drew closer, his servant became 
more nervous about the outcome. But Manta- 
cinni assured him, “You don’t know mankind. 
Wait and see.” 

Then he received a letter which said, “Sir: 
The great operation which you are going to 
perform has broken my rest. I have a wife 
buried for some time now who was a fury and 
I am unhappy enough without her resurrection. 
For heaven’s sake, do not make the experiment.” 

This was followed by a stream of letters and 
secret visitors. Before the day of the miracle, the 
hamlet was in a state of excitement and confu- 
sion. Mantacinni, according to C. J. 8. Thomp- 
son, the medical historian, was escorted out of 
town. but his pockets were well lined with gold. 

The late Dr. Thomas N. Horan’ used this 
story as an exaggerated example of the short 
span of grief for the departed held by some 
individuals. Much has been written on the 
phenomen but little research has been conducted 
on the cure. Thomas Elliot pioneered in this 


tHarper Hosp. Bull. 12:118 (May-June 1954). ON TEARS 
AND GRIEF, presented before the Detroit Medical Society 
in 1938 by the late Thomas N. Horan, M.D. 
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field by collecting data from bereaved persons 
or their families. What kind of adjustment did 
they make? The successful obtained cure through 
the substitution of a new love object, a thorough- 
going religious rationalization, devotion to life 
work, or the creation of constructive memorials. 


Partial relief was obtained through resigna- 
tion, stereotyped formulae of immortality, and 
sentimental memorials. Extreme loneliness was 
considered partial failure and suicide and in- 
sanity resulted from complete failure. 


Horan was able to find additional information 
on the cure of grief. Job was comforted when 
he submitted to the laws of God. The Greeks and 
Romans philosophied: “If thou has full govern- 
ance of thyself, thou wouldst have something 
within thee which misfortune could not wrest 
from thee.” 


Plutarch wrote his wife on the death of 
their 2 year old daughter: “I would have you 
endeavor to call often to mind that time when 
our daughter was not yet born to us, and when 
we had no cause to complain of fortune. Then, 
joining that time with this, argue thus with 
yourself, that we are now in the same condition 
as then. Otherwise, dear wife, we shall seem 
discontented at the birth of our little daughter, 
if we own that our circumstances were better be- 
fore her birth. But the two years of her life are 
by no means to be forgotten by us, but to be num- 
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bered amongst our blessings, in that they afforded 
us an agreeable pleasure.” 

When David lost his son he said, “I shall go 
to him but he shall not return to me.” Osler is 
quoted as saying, “I whistle that I may not 
weep.” 

Many of our best thinkers throughout the 
ages thought alike in their attitude toward old 
age and death. “Death is either like sleep, a 
truly agreeable state free from trouble and pain, 
or the beginning of a new life full of variety, 
new tasks, greater understanding.” The list of 
attractions of old age includes pleasures of rec- 
ollection and re-evaluation. 

Horan added his own remedies for those in 
SOrTow : 

“To the voluptuary of grief, we offer widow’s 
weeds and latticed blinds, slightly open. To the 
passive and resigned, Isaiah’s promise—God 
shall wipe away all tears from their eyes. To 
the worker, like Madame Curie—to yours from 
falling hands we throw the torch. To the deeply 
religious—he that believest in me, though he 
were dead, yet shall he live. Concerning the old, 
the words of the nunc dimittis—Lord, now 
lettest Thou they servant depart in peace, accord- 
ing to they word. And to all who mourn an 
untimely death, the pagan story of the afterworld 
where all is beauty and joy, except a small num- 
ber who are weeping. They are the dead who 
weep for the living.” 


BEAUMONT MEMORIAL 

On July 17, 1954, by invitation of the Michi- 
gan State Medical Society, I attended the dedi- 
eation ceremonies of the Beaumont Memorial at 
beautiful Mackinac Island. The property was 
purchased and the building restored by the Mich- 
igan State Medical Society and was given in a 
colorful ceremony to the Mackinac Island State 
Park Commission to be preserved by the State 
of Michigan as the country’s most significant 
medical shrine. _ 

The Memorial was built and furnished in 
authentic style through individual contributions 
from the physicians of the State of Michigan. 
Dr. Otto O. Beck of Birmingham, Michigan, 
chairman of the Beaumont Memorial Committee, 
adopted the Beaumont Memorial as a major proj- 
ect during his term as president of the Michigan 
State Medical Society in 1951-52, just prior to 
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the hundredth anniversary of Dr. Beaumont’s 
death in 1953. 

It is a reconstruction of the original American 
Fur Company Store, adjacent to old Fort Michi- 
limackinac, where the hardy young French-Cana- 
dian voyageur Alexis St. Martin on the evening 
of June 6, 1822, was gravely wounded in the 
left upper abdomen by the full accidental dis- 
charge of a shotgun not over three feet away. 

The stone-walled French habitant-type cottage, 
which rests on the original site’s foundation, con- 
tains two main rooms of which the larger is the 
Beaumont Memorial Room containing Dean 
Cornwell’s well known painting of Dr. Beaumont 
ministering to his patient, Keller’s portrait of 
Dr. Beaumont, some crude but effective instru- 
ments, such as an amputation knife and saw, and 
other relics of historic interest. 

William Beaumont was born at Lebanon, Con- 
neticut, on November 21, 1785. He attended 
public school there and at the turn of the cen- 
tury, when he was 15, Thomas Jefferson had 
succeeded to the presidency. Beaumont left his 
father’s home in 1806 traveling with a horse and 
cutter, a barrel of cider and $100. In the spring 
of 1807 he arrived at the little village of Cham- 
plain, N.Y., where he taught school for three 
years. 

On his way to Champlain he came in contact 
with Dr. John Pomeroy, a prominent. physician 
and surgeon of Burlington, Vermont, who loaned 
him medical books, which he diligently read 
while teaching school in Champlain. 

In the fall of 1810, he began a two year ap- 
prenticeship with Dr. Benjamin Chandler of St. 
Albans, Vermont, a very fine practitioner who 
exerted an excellent influence upon the young 
physician which was manifested in his later 
medical life. 

Dr. Beaumont never attended medical school. 
He had no chemistry, little physiology, and no 
knowledge of research. However, on June 2, 1812, 
he was given a license to practice medicine. His 
diploma was signed by Dr, Pomeroy, his former 
benefactor. 

He joined the U.S. Army as a surgeon’s mate 
on Sept. 13, 1812, and received his commission 
issued by President James Madison in Dec. 1812. 
In 1815 he resigned his commission and engaged 
in private practice until 1819, when he again 
entered the army and on March 18, 1820, was 
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commissioned Post Surgeon of the U.S. Army 
by President James Monroe. He was immediately 
ordered to Fort Mackinac on the northern fron- 
tier, which, two years later, was to become the 
scene of his momentous research on the physi- 
ology of digestion and his acceptance as a scien- 
tist. 

Through the opening in Alexis St. Martin’s 
stomach, Dr. Beaumont was the first to study the 
physiology of digestion in a living human. It 
was more than 60 years before any significant 
discoveries were added to his observations and 
experiments. His findings remain the founda- 
tion for current knowledge of the physiology of 
the stomach. 

In 1824 Dr. Beaumont sent a complete report 
of his research on the stomach of St. Martin to 
the Surgeon General of the Army for his ap- 
proval and correction, and suggested that it be 
published in a reputable medical journal. The 
article appeared in the Medical Recorder in 1825 
and was published as “A Case of Wounded Stom- 
ach” by James Lowell, Surgeon General, U.S.A. 
The mistake in the name of the author was 
corrected and credit given to Beaumont. In 1833 
the experiments were published in detail. 

Alexis St. Martin was the father of several 
children and outlived Dr. Beaumont by several 
years. Dr. Beaumont practiced medicine the last 
20 years of his life in St. Louis, Mo., where he 
died in 1853. 

Dr. Beaumont was elected an honorary member 
of the Michigan Territorial Medical Society — 
forerunner of today’s Michigan State Medical 
Society — in June, 1825, soon after the first 
accounts of his experiments had been published. 

In 1900 the Upper Peninsula Medical Society, 
in co-operation with the Michigan State Medical 
Society, erected a stone monument on Mackinac 
Island in memory of Dr. Beaumont. Each year 
since 1922 the Wayne County Medical Society 
has presented a Beaumont Lecture and a Scien- 
tific Lecture in his name and is now a feature 
at each annual session of the Michigan State 
Medical Society. 

In accepting the Memorial to Dr. Beaumont, 
Michigan has honored a man who typifies in 
several ways the traditional high standards of 
the medical profession in America. Dr. Beau- 
mont, in various stages of his life, was representa- 
tive of the devoted medical practitioner, the tire- 


less research worker, the heroic army doctor, 
and, in his later years, the skillful medical 
teacher. Congratulations to the Michigan State 
Medical Society for a job well done! 

Arkell M. Vaughn, M.D. 

1180 E. 63rd Street 

Chicago, Illinois 
Credit due for information to: 


L. W. Hull, M.D., 
President, Michigan State Medical Society 


Otto O. Beck, M.D., 
Chairman of Beaumont Memorial Committee 


Alfred H. Whittaker 
former Committee Chairman of Beaumont Me- 
morial Committee 


MEDICINE FROM 1850-1900 — 
A VIEW OF OUR MEDICAL 
BACKGROUND 


Addison described pernicious anemia and 
suprarenal disease in 1849. The germ theory 
had not yet been born. Helmholtz invented the 
ophthalmoscope in 1851. The hypodermic syringe 
was introduced by Pravaz in 1852. The clinical 
thermometer was seldom used until after 1870. 
Drs. Keen and Tyson of Philadelphia served 
during the 1862-65 period of the Civil War and 
neither used a thermometer or a hypodermic 
syringe while in the service. 

No one should live entirely in the past. But a 
total lack of interest in what has happened in 
years gone by often indicates that one has noth- 
ing but a selfish interest in the present, and 
cares little about what may happen in the future. 
And what can be more deadly than a lack of 
interest in the future of ones profession, or ones 
country. 

In order to give those of us who are living 
today, and the physicians who follow us, a 
better understanding of what has happened in 
our medical past, the Illinois State Medical 
Society in 1927 published Volume. I of the 
History of Medical Practice in Illinois. This 
Volume described medical practice in Illinois 
from the post Revolutionary War period until 
1850. The Committee on Medical History of the 
State Medical Society has now completed Volume 
No. II showing the progress in medicine be- 
tween 1850 and 1900. Amazing discoveries were 
made during this half century and were promptly 
put to use by the Illinois physicians of this 
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period. These discoveries paved the way for 
medical practice as we know it today. To prop- 
erly appreciate our progress since 1850 every 
physician in Illinois should have and read Vol- 
ume No. II. In addition to describing general 
practice during this era, it provides a history 
of the development and progress of all of our 
specialties since 1850, and there were very few 
specialists before that time. Descriptions of 
medical education and histories of medical 
schools, histories of independent medical socie- 
ties, medical libraries in the State, medical 
journalism, nursing, medical geography, and 
many other topics of interest to physicians are 
competently presented by leaders in each field. 
Tom Kirkwood, M.D., 

Chairman, Committee on Archives 


LEGAL MEDICINE — THE NEW 
APPROACH* 


A grave misconception now current in the 
medical profession at large, and more particu- 
larly among pathologists, is that the Medical 
Examiner System is designed for the express 
purpose of replacing, in all jurisdictions, the 
old coroner system. 

The coroner’s jurisdiction is always predicated 
on the probability or possibility of foul play. 
The modern progression of knowledge and 
methodology has rendered the office of coroner 
obsolete. Indeed, if the medical problems dealing 
solely with those of foul play were the only ones 
concerned, it is questionable whether it would 
be practical to set up a system of trained person- 
nel for the relatively few obscure cases of violent 
death that require expert medical review. 

The modern medical examiner is not concerned 
primarily with the medical fact-finding func- 
tions of the old coroner. What must be recognized 
is that because of the vast social and economic 
advances that have been made, it has become 
necessary for the State to establish a new officer 
whose function it is to inquire into a great 
variety of deaths; the vast majority of these 
are not associated with foul play. It is essential 
for the State to provide a system for deciding 
whether on purely medical grounds a decedent’s 
~ Geoffrey T. Mann. Program International Congress of 
Clinical Pathology, International Conference of Geographic 
Pathology, and International Meeting of International As- 
sociation of Medical Museums, September 6-11, 1954, Wash- 


ington, D.C. page 96. 
Am, J. Cl. Path. 24:(Aug.) 1954. 
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family has a claim against private funds, i.e., 
funds held by the insurance companies in trust 
for their policy holders.’As a corollary, it is 
necessary to decide whether both State and pri- 
vate funds are to be protected against raiding 
by claimants. 

It is important to ascertain whether decedents, 
who have died from obscure causes, have in fact 
died from infections or contagious diseases that 
constitute a menace to the public health. It is 
important that a large number of deaths be in- 
vestigated to ascertain trends of disease in order 
that Society may take the proper steps to solve 
problems associated with such diseases. Moreover, 
it becomes increasingly important to Society to 
know precisely the cause of death, certainly in 
obscure situations, and ideally in every case in 
order that a clear picture of the deficiencies in 
the Nation’s health be adequately known and 
studied. 


MEDICINE IN THE NEWS* 

Herewith we point the long accusative editorial 
finger at an unlovely sequence in modern medi- 
cal publication. Schering’s interesting and il- 
luminating publication, whose caption is the title 
of this commentary, becomes the focal point of 
our argument. Scanning through this brochure, 
which is a helpful physician’s service by the 
Department of Public Relations of the Schering 
Corporation, we are at once struck with the con- 
sistent nature of the sort of things which are 
being copied from the medical literature for 
lay consumption. Out of 31 medical subjects 
discussed in the lay press in April and May of 
1954, only 11 (33 per cent) are free of a strong 
commercial pharmaceutical trend. Fourteen of 
these papers are definite plugs for new, and 
many of them unproved, proprietaries. Five of 
them are pointed toward the use of pharama- 
ceuticals which are chiefly name brand products 
(the same thing by strong inference). Here we 
have, then 19 out of 31 subjects chosen for trans- 
mission to the lay reader which are nothing in 
the world but indirect pharmaceutical advertis- 
ing. 

The degree to which the laity is prejudiced 
in favor of these medications by these compli- 
cated technics is dependent to a certain degree 


*Western Journal of Surgery, Gynecology and Obstetrics 
(abbreviated to West. J. 62:6 (June) 1954 p. viii 
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upon the style of presentation. In this respect, 
it is of note that not a single one of these reports 
is negative or even skeptical in relation to the 
merits of the product. They are all absolutely pro, 
and mostly without any qualification or reference 
to dangers or side reactions. There is certainly 
something a little unreal in the total picture if 
not, by necessity, in each separate offering. 


Some years ago this commentator got into a 
fine kettle of hot water by publishing a precise 
analysis of the percentage of papers appearing 
in the higher brackets of current medical jour- 
nals, which were devoted to the positive interest 
of pharmaceuticals. Figures which are docu- 
mented are briefly as follows: In a given period, 
selected at random, 12 per cent of the papers 
in the three most prominent obstetrical and 
gynecological journals were devoted to reports 
on proprietaries. Of these, 90 per cent were de- 
scribed as highly beneficial, nine per cent as 
noncommital or open to a later decision, and 
only one per cent as unsatisfactory. This as op- 
posed to what we are now designating, was ma- 
terial appearing strictly in topnotch journals of 
our specialty. Since that time, in our opinion, 
the total situation has deteriorated. 

This practice in medical journals seemed suf- 
ficiently unhealthy at the time the above men- 
tioned commentary was made. However, at that 
time the third side had not developed to complete 
the unwholesome triange of: (1) unproved claims 
for pharmaceuticals; (2) publication of weak 
documentation in medical journals; and (3) 
propagandizing of these preliminary reports by 
the lay press. Only in the last few years has this 
shabby isosceles achieved its complete outline and 
its truly alarming proportions. It is high time 
that it be clearly designated. 

Medical advertising, per se, in recent years 
has done a magnificent job of housecleaning, 
but the growth of this oblique type of advertising 
by inference and influence, you may say, is serv- 
ing to defeat much of the good which has been 
done. Journal advertising direct to the laity of 
medical and surgical items is in some respects 
a less unhealthy practice because it is at least 
in the open, and can be qualified for what it 
is. On the other hand, the subtle approach which 
selects some of the more vulnerable morsels from 
scientific publications and presents them in the 
glamorous light of popular current literature, is 


indeed insidious. It will take the reading public 
a long time to label these sequences by their 
proper adjectives. 

The most important aspect of this entire se- 
quence is that the fault lies basically with our- 
selves. The original material, much of it as it 
appears in the medical literature, is not suffici- 
ently documented, nor is it in any sense prepared 
or suitable for lay consumption. One of the 
reasons medical journals publish these prelimi- 
nary reports is to open them to the arguments 
and the application of proper controls. Lay 
readers are in no position to understand this. The 
fact is, that as stated in medical publications 
and as understood by physicians with critical 
intelligence, such material is to a certain extent 
justifiable. As quoted, however, by publicity 
minded ghost writers to the laity, it is quite 
another business. The ghost writer and the fea- 
ture writer for the public are apt to capitalize 
specifically on the weak points of the scientific 
thesis. In spite of these considerations, which 
are obvious to physicians, we will do better to 
screen our preliminary scientific reports more 
carefully than we have in the past. This is the 
only influence which we as physicians can exert 
to break up this unholy triple alliance. Speak- 
ing for this journal — we are getting busy in 
this respect. G. C. S. 


ENCOURAGING STATISTICS 


An interesting report was recently released 
by the Institute of Life Insurance showing that 
persons who survive a cancer operation by several 
years have an encouraging life expectancy. The 
study was made from statistics reviewed critically 
by the Society of Actuaries. A careful study was 
made of 725,000 policies covering persons with 
some known physical impairment, carrying 
through a 15 year period. Included in this study 
were policies on about 1,000 persons who had 
been operated on for cancer five years or more 
prior to the issuance of the policies. 

Some of these people had been accepted as 
standard risks without extra premium and their 
mortality experienced was practically the same 
as the standard risks. Those accepted at an in- 
creased premium rate showed a death rate about 
twice that for the standard group, the excess 
mortality being due to a recurrence of cancer. 
The study did not show any tendency for the dis- 
ease to be hereditary, following a careful study 
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of those persons reporting a family history of 
cancer in any site. 

Tuberculosis experience was also critically 
studied by the group of actuaries. In cases of 
persons with a history of pulmonary tuberculosis 
and underweight at the time the policies were 
issued, there was no adverse effect on mortality 
rates. It had been previously felt that under- 
weight was a distinct hazard in connection with 
tuberculosis history. Among cases where the 
tuberculosis history was ten or more years prior 
to the issuance of the policies, the death rate for 
selected cases with a minimum lung involvement 
was about normal for those accepted at standard 
rates, and only slightly above normal for those 
accepted at extra-risk rates. Where the tubercu- 
losis history was 6 to 10 years prior to applica- 
tion, the death rate was normal for standard 
risks and slightly increased for those who were 
extra-risk cases. Among those accepted with a 
three to five year history, showed a death rate 


about twice that of the standard. The mor- 
tality among persons with a history of chronic 
bronchitis was unfavorable, being about twice 
the normal. 

This study is said to have been the most com- 
prehensive of any previously made as it covered 
132 groups of physical impairments and medical 
histories, further subdivided into 388 classifica- 
tions. This interesting report when compared 
with one made 25 years previously shows that 
longevity had increased materially for persons 
with most impairments. The mortality among 
such persons has decreased in about the same 
proportion as that among standard risk during 
the past 15 years. 

This report reflects much credit upon medical 
men and medical progress in recent years. It 
likewise should materially improve the morale of 
many who have an early diagnosis of many 
serious conditions which may be alleviated per- 
manently by the early institution of the proper 
treatment. 


THE MECHANICAL HEART 

Every mechnical heart-lung apparatus devised 
to take over temporaily the entire functions of 
the heart and lungs must comprise four essential 
features. First, there must be a good method of 
pumping blood through the circuit which does 
not cause hemolysis, which can be quickly and 
easily adjusted to varying flow rates, and which 
enables the blood circuit to be easily and 
thoroughly mechanically clean. Second, the 
mechanical lung must not only fully saturate the 
blood with oxygen but must maintain the carbon 
dioxide tension of the blood at a normal level. 
The latter requirement may be taken care of by an 
automatic apparatus which continuously reads 
the pH of the blood leaving the mechanical lung 
and adjust the carbon dioxide tension according- 
ly. Third, the apparatus must hold a constant 
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amount of blood at all rates of blood flow. This 
can be accomplished by electronic control of the 
pumps removing blood from plastic chambers so 
that the pumps operate always to maintain a con- 
stant level of blood in the reservoirs at the bottom 
of the chambers. The thickness of the blood film 
on the screens in the oxygenator is kept constant 
by an extra pump which always circulates a con- 
stant flow of blood over the screens. Fourth, such 
an apparatus must be able to remove smoothly all 
the venous blood returning to the heart through 
the venae cavae without collapsing these veins. 
We have found the simplest way of accomplishing 
this is to interpose a negative pressure chamber 
between the pump and the cannulae in the venae 
eavae. John H. Gibbon, Jr., M.D. Application 
of a Mechanical Heart and Lung Apparatus to 
Cardiac Surgery. Minnesota Med. March, 1954. 
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Ethics and 


MEDICAL ECONOMICS 


The Medical Economics Committee. John R. Wolff, Chairman, Walter C. Bornemeier, 

Edward W. Cannady, Roland R. Cross, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. 

Hirsch, Frederic T. Jung, W. R. Malony, Caesar Portes, William Requarth, Frederick W. 
Slobe. 


Economics 


Walter C. Bornemeier, M.D. 
Chicago 


The July 17, 1954, Journal of the American 
Medical Association carries the report of the final 
verdict in the three year controversy over the 
Code of Ethics in regard to billing procedures, 
division of fees and definition of fee-splitting. 
It is certainly to the credit of all concerned that 
the discussion was frank. and straightforward. 
No one was prevented from presenting his point 
of view and on several occasions effective leader- 
ship was offered to the groups or individuals 
who might have differed widely with previously 
accepted standards. 

In spite of that, no effective organized force 
developed to support any point of view except 
the finally adopted decision that the patient 
must know exactly how much of the fee is paid 
to each physician concerned with his care. 

Now that the controversy is over, it is well 
to review all of the discussion, the spontaneous 
or inspired magazine articles and articles in 
medical magazines. In spite of an occasional in- 
timation to the contrary, all of those who dared 
discuss this touchy subject were motivated by 
a desire to have an honest method of doing busi- 
ness that would place the financial considera- 
tion of the patient first, and assure all of the 
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doctors involved some remuneration for their 
effort. A very few and rather faint efforts in 
some quarters supported an idea that fees should 
be paid for referral of patients. This idea never 
did attract support and was never considered 
seriously. 

The combined bill had considerable support 
in some quarters and on superficial examination 
could sound like a logical solution. The sup- 
porters of a combined bill, however, were never 
able to refute successfully the argument that an 
unitemized combined bill can be an easy way to 
divide a fee in a manner unknown to and un- 
approved by the patients. That is why the final 
decision could be none other than the approval 
of separate bills as the only ethical procedure, 
unless a patient specifically requests a combined 
bill. In this event the bill is to be itemized both 
as to the amount of the fee and services ren- 
dered and each physician is to be paid separately 
by the patient. 

Considerable criticism developed because of 
the length of time it has taken the House of 
Delegates of the AMA finally to resolve this 
problem. Certainly it is to the credit of the par- 
ent organization in organized medicine that de- 
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cisions which affect its members so vitally are 
not made hurriedly. Actually no one was de- 
nied an opportunity to have his say — whether 
it was by word or letter — to a member of his 
State Association legislative body or appearance 
before a Reference Committee at state or na- 
tional level. In December 1952 the report of the 
Judicial Council was definite and supported 
separate bills as the only approved method of 
billing. The Reference Committee in consider- 
ing this report however referred to a possible 
change in the Code of Ethics by its statement 
“Before any other method can be put into prac- 
tice it will be necessary to change that portion 
of the Principles of Medical Ethies” (J.A.M.A. 
December 27, 1952, p. 1707). This statement ap- 
parently reopened the entire problem. 


Promptly resolutions appeared from several 
states asking that an amended Code of Ethics 
spell out distinctly what is and is not permis- 
sible. In response to these resolutions, at the 
December 1953 meeting the Council on Con- 
stitution and By-Laws, charged with revision 
of the Code of Ethics “recommended that ac- 
tion be deferred until it had conducted a ques- 
tionnaire survey of the constituent medical as- 
sociations to determine their policies with re- 
spect to the pertinent sections of the Principles 
of Medical Ethics, and to billing procedures 
when two or more physicians render medical 
service to a single patient” (J.A.M.A. July 17, 
1954, p. 1078). 

Forty state associations answered and - these 
replies were used as a basis for the final decision 
which was approved in June 1954 at San Fran- 
cisco. 

In response to a Resolution from Illinois, ask- 
ing for clarification of billing procedures, the 
Council on Constitutions and By-Laws said “it 
believes that the Principles of Medical Ethics, 
Section 6, Chapter I are not clear with respect 
to billing procedures and that the section now 
contains many unrelated subjects.” Section 6 
Chapter I was changed, and it now reads: 


“PAYMENT FOR PROFESSIONAL 
SERVICE” 
“Sec. 6. The ethical physician, engaged in the 


practice of medicine, limits the sources of his 


income received from professional activities 
- to services rendered the patient. Remuneration 
received for such services should be in the 
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form and amount specifically announced to 
the patient at the time the service is rendered 
or in the form of a subsequent statement. 

“Unethical methods of inducement to refer 
patients are devices employed in a system of 
patronage and reward. They are practiced 
only by unethical physicians and often utilize 
deception and coercion. They may consist of 
the division of a fee collected by one physician 
ostensibly for services rendered by him and 
divided with the referring physician or physi- 
cians or of receiving the entire fee in alternate 
cases. 


“When patients are referred by one physi- 
cian to another, it is unethical for either 
physician to offer or to receive any inducement 
other than the quality of professional services. 
Included among unethical inducements are 
split fees, rebates, ‘kickbacks’, discounts, loans, 
favors, gifts, and emoluments with or without 
the knowledge of the patient. Fee splitting 
violates the patient’s trust that his physician 
will not exploit his dependence upon him and 
invites physicians to place the desire for profit 
above the opportunity to render appropriate 
medical service. 


“Billing procedures which tend to induce 
physicians to split fees are unethical. Com- 
bined billing by physicians may jeopardize 
the doctor-patient relationship by limiting the 
opportunity for understanding of the financial 
arrangement between the patient and each 
physician. It may provide opportunity for ex- 
cessive fees and may interfere with free choice 
of consultants, which is contrary to the high- 
est standards of medical care.” 


The Judicial Council issued a new report in 
response to a resolution introduced by the State 
of Iowa that they “investigate the factors in- 
volved in the matters as presented and determine 
if there are any new factors or new facets that 
would cause the Judicial Council to change its 
opinion as set forth in its report to the House 
of Delegates at the 1952 Clinical Meeting con- 
cerning the billing of patients”. Continuing to 
quote from the report — “The Judicial Council 
is of the opinion that the only new facet con- 
cerning this subject that has come up recently 
is the case of joint billing to some of the non- 
profit insurance companies. In many cases the 
insurance companies insist on a joint or com- 
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bined bill, but the bill is being paid in most in- 
stances by two checks. This is not considered un- 
ethical, and all insurance plans which do not 
pay the individual physician in this manner 
should be urged to do so.” 

“The Judicial Council is still of the opinion 
that when two or more physicians actually and 
in person render service to one patient they 
should render separate bills. There are cases, 
however, in which the patient may make a spe- 
cifie request to one of the physicians attending 
him that one bill be rendered for the entire 
services. Should this occur, it is considered to be 
ethical if the physician from whom the bill is 
requested renders AN ITEMIZED BILL SET- 
TING FORTH THE SERVICES REN- 
DERED BY EACH PHYSICIAN AND THE 
FEES CHARGED. THE AMOUNT OF THE 
FEES CHARGED SHOULD BE PAID DI- 
RECTLY TO THE INDIVIDUAL PHYSI- 
CIAN WHO RENDERED THE SERVICE 
IN QUESTION.” 

“Under no circumstances shall it be con- 
sidered ethical for the physician to submit joint 
bills unless the patient specifically requests it 
and unless the services were actually rendered 
by the physician as set out in the bill.” This 
final paragraph of the Judicial Council’s report 
sums up the entire action. The statement in the 
preceding paragraph that “the fees charged 


should be paid directly to the individual physi- 
cian” leaves no doubt of the intent of the Judi- 
cial Council and the House of Delegates in ap- 
proving the report. A COMBINED, UNITEM- 
IZED BILL COLLECTED BY ONE OF THE 
DOCTORS AND DIVIDED AS HE SEES 
FIT WITHOUT THE KNOWLEDGE OF 
THE PATIENT IS UNETHICAL. This prac- 
tice along with (Sec. 6 Chapter I) “kickbacks, 
rebates, discounts, loans, favors, gifts and emolu- 
ments with or without the knowledge of the 
patient” should be promptly discontinued. Fail- 
ure to do so will certainly endanger the approval 
of his hospital by the Joint Commission on Ac- 
creditation and could be the basis for charges 
leading to the expulsion from organized medi- 
cine. 

Thus we see that the Council on Constitution 
and By-Laws has formulated the policy and the 
Judicial Council has interpreted it, both with 
House of Delegates approval. Now we have a 
new factor, a six man Committee on Medical 
Practices. The Board of Trustees has recently 
appropriated funds so that this Committee could 
employ Rollen Waterson Associates to conduct 
a pilot study covering the controversial issues 
of unethical practices including fee splitting and 
the allied problems of excessive fees, ghost sur- 
gery, and unjustified medical and surgical pro- 
cedures. 


POLIO TREND 

One of the significant characteristics of the 
disease has been its shifting geographic pattern. 
The recent rise in the frequency of poliomyelitis 
has been relatively greatest in states west of the 
Mississippi River, smallest in the northeastern 
part of the country, while the middle west and 
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south occupy an intermediate position in this 
respect. There are, however, wide variations in 


_the trend of poliomyelitis not only within broad 


geographic regions but also within individual 
states. Morbidity and Mortality Trends in Polio- 
myelitis. Statistical Bull. Metropolitan Life In- 
surance Co., July 1954. 
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Political Activity 

Election day is November 2. Congress and the 
Legislature go into session in January. 

Now is the time for organized medicine to 
express itself on the records and personalities 
of the various candidates. That means by voting. 

But — if you are not registered, you cannot 
vote. 

Every county society or branch should urge 
its members to be sure to register and vote Nov. 
2. In some cases, the Woman’s Auxiliary has 
taken on the job of comparing voting lists and 
membership lists. 

An even more effective means of expression is 
furnished by the political action committees be- 
ing set up by individual physician groups to 
raise funds and support specific candidates. And 
it is entirely legal and proper for any physician 
to participate. 


North Side Auxiliary 
Cooks Up a Deal 

The Woman’s Auxiliary to the North Side 
Branch of the Chicago Medical Society has 
bared some of its members’ most carefully 
guarded family secrets in order to help nurse 
recruitment. 

The secrets however, are not the skelton-in- 
the-closet type. Far from it. In fact, they might 
be called the “overweight-in-the-dining-room” 
type, since they are all favorite recipes. Under 
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the leadership of Mrs. Lloyd A. Gittelson, cor- 
responding secretary, and Mrs. John Brown 
Jacobs, recording secretary, the branch has col- 
lected 100 recipes contributed by 44 of its 70 
members, published them in book form, and is 
selling them at $2 a copy — two cents a secret. 

Mrs. Gittelson hand printed the volume and 
Mrs. Jacobs did the illustrations. The 50 pages 
were reproduced by a commercial printer and 
spiral-bound for convenience. The Auxiliary is 
selling them to whomever will buy them. 

Already the branch has contributed $100 to 
each of four hospitals in its territory, to be be- 
stowed on freshmen nurses by the director of the 
nursing school. 


More About the Legion 

Continuation of the attacks on organized medi- 
cine by national leaders of the American Legion 
again emphasizes the need for further partici- 
pation by eligible physicians — and they are 
many — at the local level in Legion affairs. If 
misguided leadership has decided to assault medi- 
cine to strengthen its own political position, it is 
for physicians in their local posts to talk to 
fellow Legionnaires and explain to them clearly 
the position of. organized medicine. Only an in- 
formed membership can withdraw support from 
rash leaders at the place where it counts. 


Radio Material Available 
As county society public relations committees. 
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plan their“activities for the coming season, at- 
tention is called to the new series of 15-minute 
radio transcriptions recently made available by 
the American Medical Association. There are 
five; two deal with obtaining doctors for a rural 
community, the others with health councils, hos- 
pitals and nursing. 

These add to a long series of similar high- 
quality programs already on hand. Any county 
society may obtain them, through this office or 
direct from the American Medical Association. 

Why not try to persuade your local radio sta- 
tion to run a 13-week series, sponsored by your 
society, or even by a local commercial sponsor ? 
In some cases, the local society provides a speak- 
er who supplements the treatment given the sub- 
ject on the recording with a talk based on related 
local problems. Your public relations office is 
available for advice and suggestions and other 
help, on request. 


Illinois Recognized 

An early issue of Medical Economics — prob- 
ably October — will carry an excellent piece by 
Mauri Edwards on the joint medical student 
loan plan of the Illinois State Medical Society 
and the Illinois Agricultural Association. The 
article pays deserved tribute to the work of Dr. 
Harlan English of Danville, Dr. Edwin S. 
Hamilton of Kankakee and Dr. Everett P. Cole- 
man of Canton in administering the plan as 
medicine’s half of the joint student loan board, 
and describes the setup in detail. 

Illinois led the way in adopting this method 
of solving the rural doctor shortage — and with- 
out government subsidy. The basic principle of 
the program is that the way to get country doc- 
tors is to make doctors of country boys, and, 
with 52 students now in process, it looks as 
though the principle is a sound one. 


A.M.A. PR Institute 
Two Illinois physicians — both county P.R. 
chairmen — were on the program of the A.M.A.’s 


P.R. Institute at the Drake Hotel, Chicago, Sept. 
1 and 2. 

Dr. C. Elliott Bell of Decatur, public relations 
chairman for Macon County, played the record- 
ing and showed the slides demonstrating Macon’s 
voluntary insurance studies and program. 

Dr. Robert E. Heerens of Rockford, public 
relations chairman for Winnebago County, spoke 
as one of four panellists on ““How I Evaluate the 
Day’s Mail” — a study of direct mail solici- 
tation. 

There was a large representation from the 
Chicago and Illinois State Medical Societies and 
their Woman’s Auxiliaries among the 250 pres- 
ent. 


Vacation Manual 

A well-done 48-page booklet on vacations has 
just been published by the Medical Department 
of the Equitable Life Assurance Society of the 
United States (393 Seventh Ave., New York 1, 
N.Y.). Page by page, it takes the whole family 
through the vacation process, winter or summer, 
from planning to poison ivy. It is full of sound 
sensible advice on such problems as safety, baby 
care, food and drink protection, illness and 
medical care, insects, sunburn, and clothing. 

It would make a good reception room item. It 
is available on request from the above address. 


New Illinois Award 

At the suggestion of the Committee on Medical 
Service and Public Relations, the Council of the 
Illinois State Medical Society recently approved 
the establishment of a series of annual medical 
public service awards for Illinois. The awards 
would recognize service, not to the medical pro- 
fession, but to publie welfare in the health field, 
on the part of any individual or organization. 
Rules are yet to be formulated and approved, 
but it is not too early to be thinking about candi- 
dates. The first awards will probably be conferred 
at the annual dinner during the 1955 annual 
meeting. 
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SOUTHERN MEDICAL ASSOCIATION 


MEETS IN ST. LOUIS 
The 48th annual meeting of the Southern 


Medical Association will be held in St. Louis on 
November 8th to 11th. 

This extremely complete meeting is certain to 
attract many of our members, particularly those 
in the southern part of the state. 

' There are sections covering all branches of 
medicine — scientific and technical exhibits and 
motion pictures. There is no registration fee. 

Room reservations may be made through the 
Housing Bureau, Southern Medical Association, 
911 Locust Street, Room 406, St. Louis 1, Mo. 


NATIONAL SOCIETY FOR CRIPPLED 


CHILDREN AND ADULTS 
The National Society for Crippled Children 


and Adults will be held at the Hotel Statler, 
Boston, November 3-5, 1954. 

Some unusual features are promised at this 
annual meeting considered as of international 
importance. Authorities in all fields of work 
relating to rehabilitation of crippled children 
and adults will appear on the program. 

For complete program and other information, 
write to The National Society For Crippled 
Children and Adults, Inc., 11 South LaSalle 
Street, Chicago 3, Illinois. 
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CORRESPONDENCE 


NEED FOR AUXILIARY GROWTH 


SHOWN STATISTICALLY . 
The Woman’s Auxiliary to the Illinois State 


Medical Society is proud to be the auxiliary to 
the fourth largest medical society in the world. 
Yet, your auxiliary holds the embarrassing rank 
of fiftieth in a membership percentage rating list 
published by the Auxiliary to the American 
Medical Association, which includes Washington 
D.C., Hawaii, and Alaska. 24.6% of Illinois’ 
doctors’ wives are doing the work of 9,000 — 
supposing there are about 758 widowers and 
bachelors. 

Your auxiliary has a place for each physician’s 
wife. This was covered in an editorial published 
in the September 754 issue of this Journal. Again, 
for those who reside in a county where organiza- 
tion is not feasible there are the privileges of be- 
coming Members-at-Large. These members, who 
pay annually dues of $3.00 to the State Auxiliary 
Treasurer, automatically become members: of 
the A.M.A. Auxiliary. They are kept informed 
of Auxiliary activities and are urged to attend 
neighboring county auxiliaries during the year 
and take an active part in convention proceed- 
ings. The need for new county auxiliaries and in- 
creased membership in existing auxiliaries is 
clearly evidenced by the following statistical re- 
port: 
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WOMAN’S AUXILIARY TO THE ILLINOIS STATE MEDICAL SOCIETY 


SEPTEMBER, 1954 


WOMAN’S AUXILIARY PERCENTAGE OF THE I.S.M.S. MEMBERSHIP 


1.S.M.S. AUXILIARY PERCENTAGE 
DISTRICT COUNTY MEMBERSHIP MEMBERSHIP 1.S.M.S.-W.A. 
4 Mercer 8 8 100.0% 
9 Saline 26 22 84.6% 
z Bureau 38 32 84.2% 
9 Jefferson-Hamilton 31 26 83.8% 
8 Edgar 16 13 81.2% 
4 Knox 53 42 79.2% 
5 Logan 27 21 77.7% 
4 Warren 17 13 76.4% 
4 Peoria 220 165 75.0% 
6 Adams 65 ee. 72.3% 
1 De Kalb 42 30 71.1% 
7 Christian 27 19 70.3% 
10 Perry 16 11 68.7% 
10 St. Clair 150 101 67.3% 
rf Macon 112 74 66.0% 
8 Vermilion 88 57 64.7% 
4 Rock Island 130 83 63.9% 
5 Tazewell 41 26 63.4% 
11 Kankakee 71 43 60.5% 
8 Coles-Cumberland 43 26 60.4% 
11 Will-Grundy 136 80 58.8% 
8 Champaign 128 73 57.0% 
1 Winnebago 201 111 55.2% 
2 Livingston 39 21 53.8% 
5 Sangamon 177 87 49.1% 
1 Stephenson 39 19 48.7% 
4 Henry 35 14 40.0% 
5 McLean 88 35 39.7% 
2 LaSalle 100 34 34.0% ~ 
2 Whiteside-Lee 69 21 30.4% 
1 Kane 189 57 30.1% 
6 Madison 126 33 26.2% 
3 Cook 6,083 851 14.0% 
Remaining members of Medical Members- 
Societies (no Auxiliaries) 1,080 at-Large 57 05.2% 
TOTAL 9,758 2,401 24.6% 
Downstate Percentage Total 3,675 1,550 42.1% 
Cook County Branches*: ( 
Aux Plaines Branch 627 166 26.4% 
Calumet Branch 191 46 24.0% 
Englewood Branch 342 124 36.2% 
Irving Park Branch 351 40 11.3% 
Jackson Park Branch 529 70 13.2% 
North Shore Branch 783 84 10.7% 
North Side Branch 631 67 10.6% 
Northwest Branch 429 59 13.7% 
South Chicago Branch 341 76 22.2% 
Stock Yards Branch 121 57 47.1% 
West Side Branch 239 62 25.9% 


*Calculations for these Branches not exact because wives may belong to any Branch. They are not re- 
stricted to membership in husband’s Branch. , 
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Your auxiliary has proven itself capable of 
promoting good public relations and our most 
enthusiastic members are the leaders in com- 
munity affairs. The jolting reports of a recent 
convention of a leading national organization 
against the physicians of America alerts us to 
the still greater need for increased public rela- 
tions. The success of the doctor is also his wife’s 
success ; likewise, the responsibility of the doctor 
to his community is also his wife’s responsibility. 
For a united effort we need every doctors’ wife 
in Illinois! 

Dorothy Young (Mrs. Warren W.) 
Organization Chairman, 
Woman’s Auxiliary 


VACCINATION SCAR NOT A 
PASSPORT TO IMMUNITY 

The scar of vaccination against smallpox, long 
the mark of civilization, has taken on the 
character of a somewhat battered badge of merit. 
It is an indictment of the educational process 
to note that the majority of the public contin- 
ues to retain the misconception that immunity 
to smallpox conveyed by such vaccination lasts 
a lifetime. To many, the scar of vaccination 
represents an achievement of infancy or early 
childhood, and its presence is looked upon with 
a tinge of thankfulness that it was induced be- 
fore the beginning of memory. 

The cold truth is that smallpox vaccination 
does not induce a lifelong immunity, but pro- 
tects for periods of time which may vary with 
the individual. There is sufficient evidence that 
protection is actually of relatively short duration 
and may be lost in appreciable amount in 
from 3 to 5 years, on the average. Although 
similar experiences may be recorded daily throug- 
out the country, it is of-interest to cite a recent 
example of the false sense of security which 
the presence of a vaccination scar seems to 


provide. 
In an institution in south central Illinois the 


Vaccinal Reactions, According to Presence 


character of reactions to revaccination for small- 
pox was noted in a group of 1,322 individuals. 
These were categorized as to presence or absence 
of a scar from previous vaccination, (see table 
below). It is worthy to note that among 909 
with scar of previous vaccination, 399 or 43.9% 
developed a primary “take”—evidence of vir- 
tually total loss of immunity. Only 48.8%—ap- 
proximately one-half—revealed either immune 
or accelerated reactions, the latter denoting a 
partial but definite loss of full immunity. 

We have but to look upon the re-introduction 
of smallpox into communities of Europe and the 
large reservoirs of infection in countries brought 
closer to us by modern modes of travel to 
view with alarm the neglect of our status of 
immunity to this disease. When coupled with 
the findings of immunization surveys recently 
conducted in Illinois, we can do naught but 
take serious stock of the situation and re-em- 
phasize our efforts in education of our people. 

A vaccination scar is not a passport to immuni- 
ty. Smallpox revaccinations must be repeated, 
preferably at intervals 3 years and certainly 
not longer than 5. Only in this way will we 
have the assurance that the population is im- 
mune to this dread disease which may be re-in- 


troduced at any time. 
Data (1953) courtesy Dr. E. A. Kuehn, Vandalia, Ill. From 
the Illinois Dept. of Public Health. 


AMERICAN COLLEGE OF SURGEONS 


ANNUAL MEETING 
The largest meeting of surgeons in the world, 


the 40th annual Clinical Congress of the Amer- 
ican College of Surgeons, will be held in Atlan- 
tic City, New Jersey, November 15 to 19. More 
than 10,000 Fellows of the College and their 
guests will gather to discover, to inform and 
to learn. This postgraduate education meeting 
will present recent surgical developments 
through a wide variety of programs, including 
panel discussions, symposia, surgical forums, 
motion pictures, cine clinics, color television 


or Absence of Previous Vaccination Scar 


. Scar Present Scar Absent 
Reaction No. % No. % 
Immune and accelerated ................--.. 444 48.8 130 31.5 
909 


100.0 413 100.0 


and exhibits. Dr. Charles deT. Shivers, Atlantic 
City, is Chairman of the Atlantic City Advisory 
Committee on Arrangements. 

Dr. Frank Glenn, New York, current Presi- 
dent will preside at the opening evening session, 
at which Dr. Alan Gregg, New York, and Dr. 
Robert H. Kennedy, New York, will be guest 
speakers. On the final evening Dr. Alfred Bla- 
lock, Baltimore, will be installed as President 
for the coming year. 


PROFESSIONAL CONSULTANTS FOR 
DEPARTMENT OF PUBLIC WELFARE 


Upon the recommendation of the Screening 
Committee for Professional Appointments, Dr. 
Otto L. Bettag, Director of the Illinois Depart- 
ment of Public Welfare, recently announced 
that four additional consultants have been ap- 
pointed. These consultants will provide expert 
assistance to the medical staff in the State 
hospitals on problems and research in various 
medical and surgical specialties. 

The appointments include the following: 

Dr. Nathaniel Apter, Professor and Head of 
the Department of Psychiatry of the University 
of Chicago, as Consultant in Psychiatry to the 
Illinois Department Welfare. One of Dr. Apter’s 
early projects will be research into the care, 
treatment, and prevention of schizophrenia. 

Other consultants now assisting the Depart- 
ment in the field of psychiatry include: Dr. 
Ralph Gerard, Dr. Roy R. Grinker, Dr. W. H. 
Haines, Dr. Alan Lieberman, Dr. I. Spinka, and 


Dr. W. C. Wilson. All are diplomates in psychia- 
try. 

Dr. Frederick Falls, Professor and Head of the 
Department of Obstetrics and Gynecology at 
the University of Illinois College of Medicine, 
as Consultant in Obstetrics and Gynecology to 
the Illinois Department of Public Welfare. Dr. 
Falls plans to take immediate steps to assure 
adequate care and treatment to all patients re- 
quiring gynecological and obstetrical attention 
within the State mental institutions. He is a 
diplomate in obstetrics and gynecology. 

Dr. Leonard Krasner, Chief of Tuberculosis 
Service at the Downey Veterans Administra- 
tion Hospital, as Consultant in Chest Diseases 
and Thoracic Surgery to the Illinois Depart- 
ment of Public Welfare. Dr. Krasner at present 
is establishing a chest surgical unit at the 
Chicago State Hospital. Mental patients with 
tuberculosis in Illinois State Hospitals exceed 
1,800. The Department hospitalizes more tuber- 
culosis patients than any other tax-supported 
agency in Illinois. Dr. Krasner is a member of 
the American Board of Surgery and the Ameri- 
can Board of Thoracic Surgery. 

Dr. Max Sadove, Professor of Surgery and 
Head of the Division of Anesthesiology of the 
University of Illinois College of Medicine, as 
Consultant in Anesthesiology to the Illinois De- 
partment of Public Welfare. Dr. Sadove will 
organize the Division of Anesthesiology for the 
Illinois Department of Public Welfare. He is a 
diplomate of the American Board of Anesthesiol- 
ogists. 
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COUNCIL MEETING MINUTES 


The regular meeting of the Council was held at 
the Hotel Sherman, Chicago, on Sunday, August 
8, 1954, with the following present: O’Neill, Vaughn, 
Norbury, Limarzi, Redington, Camp, Lundholm, 
Stone, Earl Blair, Piszczek, Oldfield, Reichert, Hes- 
seltine, C. P. Blair, Reisch, Goodyear, Newcomb, 
English, Montgomery, Fullerton, Hamilton, Lewis, 
Hopkins, Cross, Bettag, Hodge, Hutton, Paul Baur, 
Fowler, Van Dellen, Scatliff, Oblinger, Neal, Leary 
and Frances Zimmer. Motion: Stone-Fullerton, that 
minutes of June meeting be approved as mailed to 
members; motion carried. 


Vaughn reported as president telling of recent 


meetings he has attended; the A.M.A. in San Fran- 
cisco, the Beaumont Memorial Session at Mackinac 
Island, and a tuberculosis control meeting on July 
28, at which Head, Hutton and Piszczek were speak- 
ers. He also officially greeted the French nurse, 
“the angel of Dien Bien Phu” during her visit to 
Chicago. He attended the I.P.A.C. Medical Advisory 
Committee meeting the previous evening, as well as 
the Executive Committee session. He discussed the 
coroner situation, and urged the early publication of 
the Medical History of Illinois. 

Chas. Blair told of a meeting he recently attended 
with representatives of the Department of Registra- 
tion and Education, at which plans were discussed 
which would result in the Department having the 
power to prosecute certain violations of the Medical 
Practice Act, applying principally to individuals 
“practicing without a license”. This would necessi- 
tate changes in existing laws. Other representatives 
at this interesting session from Certified Public Ac- 
countants, Dentists, and Physicians. Blair told how 


_the proposed legal changes would be of much bene- 


fit to the State Department of Registration and 
Education. Motion: Blair-Fullerton, that the pro- 
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posed changes be approved and that the Society 
again be represented when further discussions were 
to be made on this subject; motion carried. 

Norbury told of some recent meetings he had at- 
tended, especially a joint meeting of the Jersey- 
Greene Societies, with Dr. Newcomb, as Councillor 
for the district. He stated that he would discuss 
some of the current mental health problems later in 
this session. Camp discussed the financial statement 
which had been passed out to the members, com- 
menting on receipts and expenditures since the last 
meeting. By proper action, the report was accepted 
and placed on file. 

O’Neill, as Chairman of the Council had no spe- 
cial report, but would comment upon some matters 
taken up the preceding evening by the Executive 
Committee later in the session. 

Hopkins reported as Chairman of the Committee 
on Medical Service and Public Relations which met 
the previous day with Attorney Walter Oblinger and 
John W. Neal. Oblinger had accepted the position 
as Associate Counsel for the Society, to carry on 
various functions in Springfield. He wili have the 
cooperation of Mr. Neal in this work, and James 
W. Leary, as Public Relations Director will likewise 
render all possible assistance. Hopkins discussed a sug- 
gestion made by Mr. Leary relative to making “medical 
public service awards” to individuals or groups con- 
tributing to the public health of the community. Cer- 
tificates or plaques could be developed for the presenta- 
tions. Leary was asked to elaborate on this portion of 
the report, stating that this idea could be worked out as 
a public relations gesture, based upon contributions to 
public health in the community. Possible candidates for 
the awards would be legislative members, Health 
Improvement Associations, Newspapers, women’s 
clubs, service clubs, etc. This would be a good 
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opportunity to give Society recognition for work 
well done. 


Hopkins stated that the Committee recommended 
to the Council that they be permitted to proceed, 
work out general plans, establish categories for the 
awards, then submit same later for Council action. 
Motion, Piszczek-Hesseltine, that this recommenda- 
tion be approved; motion carried. 

Oblinger was introduced to the Council and gave 
his assurance that he will do everything possible to 
further the best interests of the organization he is 
proud to represent. He has met with Neal and 
Leary, and plans are being developed for his ac- 
tivities during the next year. He proposes to keep 
in touch with the Secretary’s office and will want 
to use the personnel and equipment in the office, 
in carrying out his functions. 

Leary referred to the favorable publicity resulting 
from an article warning the public against any self- 
imposed low sodium diet. 

Limarzi reported as Chairman of the Postgraduate 
Education Committee, and told of an interesting 
meeting of his committee on August 9. ine 
mittee approved a continuance of the three types of 
programs being offered; the full scale afternoon and 
evening conterence; the short three man dinner con- 
terence, and the circuit rider type of clinical tecc.un,. 
lt was decided to ask the host society and other par- 
ticipating societies to suggest subjects to be pre- 
sented at each conference. Programs should empha- 
size diagnosis and therapy, with little emphasis on 
laboratory and research. The types of programs at 
the larger conferences should vary according to the 
local preferences. The panel type presentations will 
be continued. 

The matter of inviting ladies to the dinner and 
evening session will be left to the local groups. 
When programs are of interest to other professions 
(dentists, pharmacists, or lawyers) these groups 
should also be extended invitations to the Confer- 
ence. Reference was made to several conferences 
set up for the fall, and several more are being con- 
sidered for October and November. Places and dates 
already arranged were reported. Limarzi stated that 
the survey which had been under contemplation for 
the past two years would not be conducted. 

Kirby as Co-Chairman of the:Committee stated that 
the main weakness in the P. G. program as he saw 
it, was in developing the attendance throughout the 
state. The committee this year will do everything 
possible to stimulate local interest and get the physi- 
cians in any given. area to the meetings. Oblinger 
stated that he would like to attend these conferences 
to get acquainted with physicians in the var‘ous 
areas of the state. 

Montgomery reported as chairman of the Medical 
Advisory Committee to the I.P.A.C. which met the 
preceding evening with officials of the State Agency. 
The customary problems were reviewed, there were 
several visitors, members of county society advisory 
committees, who were interested in the procedures 


and gave their impressions as to the procedure and 
functions of the committee. Some difficuit problems 
arising in the work of the State I.P.A.C. routine 
were discussed and the proper procedures recom- 
mended by the committee. 

Blair gave a short informal report of activ.t.es of the 
Educational Committee, whose secretary was on vaca- 
tion. 

siutton, as chairman of the Committee on Medical 
History reported that Dr. D. J. Davis has tne entire 
manuscript for the second‘ voiume in his possession. 
Au contributions have been received; the work of 
condensing the material, elimination of duplications, 
etc., 1s complete. ‘he material is now ready to go to 
the publishers, when the go ahead signal is given. 
He referred to actions taken by the rouse of Dele- 
gates last May when they unanimously petitioned 
the Council to authorize tne publication o1 the vol- 
ume as soon as possible. Hutton discussed the plans 
under consideration for sale of the book, through 
the Illinois Medical Journal, Secretary’s office, and 
through activities of the Woman’s Auxiliary. Fol- 
lowing some discussion of the report, a motion was 
made by English, second by Norbury, that a com- 
mittee consisting of Reichert, Oldfield, Hutton, 
Charles Blair, Stone and O’Neill be named as the 
publication committee, to negotiate with publishers 
and get the work under way. Motion carried. 

Cross as Director, Illinois Department of Public 
Health reported on several items of general inter- 
est. He told of the 1953 Legislative Act relative to 
the licensing of hospitals in Illinois as a function 
of his department. This applies to all hospitais other 
than those operated. by the federal government and 
those operated or licensed by the State Department 
of Public Welfare. The Department set up a set of 
minimum standards to be approved by the Hos- 
pital Licensing Board. The forms to be used will 
be available about January 1, 1955. Hospitals in II- 
linois which fail to meet the minimum standards ap- 
proved by the Licensing Board, may be allowed one 
year from date, to conform. 

All hospitals will therefore be expected to meet 
the requirements for obtaining the state license by 
January 1, 1956. The members of the Hospital 
Licensing Board, appointed by Governor Stratton, 
are :— 

Mr. George K. Hendrix, Springfield Memorial 
Hospital 

Dr. Theodore R. Van Dellen, Chicago 

Dr. Harlan English, Danville 

Dr: George H. VanDusen, Adminstrator, Christian 
Welfare Hospital, East St Louis 

Rt. Rev. Msgr. John W. Barrett, Director, Catholic 
Hospitals 

Mr. I. R. Abbott, Decatur-Macon County Hospital 

Mr. Elmer E. Abrahamson, Norwegian-American 
Hospital, Chicago. 

Dr. Cross in his maternal welfare report, stated that 
since the organization of the Department in 1918, 
the actual number of deaths among women at- 
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tributed to puerperal causes in Illinois has declined 
from 1,160 to 91 in 1953. The maternal death rate in 
Illinois declined from 8.9 per 1,000 live births in 
1918, to 0.4 in 1953. Improvement has resulted from 
cooperation between the medical profession and the 
department. He told of the study of maternal deaths 
by the State Society Committee on Maternal Wel- 
fare, under Frederick H. Falls, chairman. In 1953 
85 deaths associated with gestation were studied. 
Of these, 40 were due to non-obstetrical conditions, 
and 45 were charged to obstetrical causes. Of the 
deaths due to obstetrical causes, 42.2% were from 
hemorrhage, 20% to toxemia of pregnancy, 17.7% 
to embolism and 11.1% to anesthesia. Of the non- 
obstetrical cases, heart disease was the principal fac- 
tor, accounting for 37.5%. In 1948 the maternal 
mortality per 1,000 live births was 0.48 and in 1953 
it was 0.36 per 1,000 live births. Dr. Cross also dis- 
cussed the current handling of gamma globulin 
which has been published in this Journal, and also 
the poliomyelitis situation. The cumulative totals to 
date (Aug. 8) was 265 cases in Illinois as com- 
pared with 427 cases in 1953. 

Dr. Bettag as Director of the Illinois Department 
of Public Welfare gave an interesting report on work 
within his department. The Illinois Psychiatric Coun- 
cil has developed a series of recommendations for the 
Department and their suggestions have been fol- 
lowed 100%. This Council is made up of men from 
various schools and institutions in Chicago and rep- 
resent some of the top men in that specialty in 
the entire country. The group meets monthly and 
considers matters pertaining to policy. He told 
of the screening committee which passes upon all 
applications for positions in the department. No 
appointment has been made which was not first ap- 
proved by this committee. Judgment is rendered on 
ability only, politics and religion being disregarded 
completely. 

In 1953 only 2.8% of the employees were under 
civil service, and at this time 77% are so classified. 
Bettag referred to the monthly bulletin which is 
sent to a mailing list of some 16,000 people and he 
solicits suggestions for its improvement, as well as 
material which would be acceptable in such a pub- 
lication. He gave assurance that his Department was 
working with the State Society Committee on 
Mental Health, and referred problems to this group 
for its recommendations. 

Dr. Norbury, Chairman of the Committee on 
Mental Health, discussed the interesting report given 
by Dr. Bettag and.commented upon the problems 
referred to his committee. He had received the three 
volume report on Illinois institutions made under 
supervision of the American Psychiatric Association 
as submitted to him by Dr. Bettag. He commented 
upon the request for the mailing list of the mem- 
bership of the State Society so the Psychiatric Bul- 
leting can be sent to all members for the next year. 
Norbury stated that the care of 47,000 patients in 
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state hospitals is a big problem, and he urged the 
entire membership to render all possible cooperation 
and assistance to the State Department of Public 
Welfare and its Director. By proper action mailing 
list was made available for the sending of this 
Bulletin for the next year. 

Scatliff reported as Chairman of the Advisory 
Committee to the Woman’s Auxiliary, and com- 
mented upon the recent report showing that the 
Auxiliary in Illinois ranked 47th in the nation in 
regard to the membership in relation to the total 
membership of the state society. This is a problem 
which should and could be solved, by united effort 
on the part of the membership of the Society. This 
should be widely publicized throughout the state 
in the effort to get more members for the Auxiliary 
in every Illinois county. Scatliff stated that the 
Auxiliary is willing and anxious to aid in every 
way possible, the sale of the medical history when 
it has been published. Motion, Blair-Stone, that 
the Auxiliary be asked by the Council to participate 
in the sale of the history. Motion carried. 

A letter was received from the A.M.A. asking 
if the State Society has a committee on alcoholism, or a 
committee which would be willing to cooperate with 
the A. M. A. Committee on Alcoholism. Motion, 
Piszczek-Fullerton, that the function be given to the 
Committee on Mental Health. Motion carried. 

By proper action, two cases of “hardship” as reported 
by county societies, were approved and the mem- 
bers are to have dues waived for the current year, 
and the A.M.A. be notified of this action with a 
request for similar action by that Association. 

An invitation had been received requesting that 
delegates be selected from this Society to attend the 
meeting of the Midwest State Medical Society Ex- 
ecutives, to be held at East Lansing, Michigan 
on November 20. By proper action, the president, 
secretary and the Secretary’s Executive Assist- 
session. 

Dr. Bettag had discussed the proposed salary scale to 
be considered by his Department. Norbury stated that 
his Committee on Mental Health had approved the pro- 
posed scale, and he moved that the Council authorize 
the Committee to write a letter stating the approval of 
this scale by the Committee and by the Council—second 
by Piszczek and carried. 

A list of candidates for Emeritus, Past Service and 
Retired members, as approved by their local societies, 
appeared on the agenda. These had been checked in the 
secretary’s office and were found to be eligible for their 
respective classifications. Motion, Reisch-Lewis that 
they be so elected. Motion carried. 

The bills had been audited by the Finance Committee 
and by proper action (Lewis-Fullerton) were approved. 

The Council adjourned at 12:30 P.M., to meet in 
regular session on Sunday, October 24, 1954. 

Harold M. Camp, M.D. 
Secretary 
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COOK 

Society News.—Dr. Torsten Gordh, assistant pro- 
fessor and chief anesthetist at Karolinska Sjukhuset, 
University Clinic of Stockholm, Sweden, addressed 
the Illinois Society of Anesthesiologists, September 
21, at the Veterans Administration Research Hos- 
pital, 333 East Huron Street. His subject was “Prob- 
lems in Anesthesia in Sweden.” 

Billings Lecture—Randall Sprague, Rochester, 
Minn., will give the ninth Frank Billings Lecture 
of the Mary Holmes Nichols and Thomas Lewis 
Gilmer Foundation, October 25, at the Drake Hotel. 
The meeting will be held under the joint sponsorship 
of the Institute of Medicine of Chicago and the 
Chicago Society of Internal Medicine. 

New Head of Obstetrical Department.—Dr. Aaron 
E. Kanter has been appointed Professor and Chair- 
man of the Department of Gynecology and Obstet- 
rics at The Chicago Medical School, President John 
J. Sheinin announced recently. 

Dr. Kanter is a graduate of the University of Chi- 
cago and of Rush Medical College. His post gradu- 
ate work was pursued at Trinity College, Dublin, 
and the Universities of Glasgow, Paris and Bor- 
deaux and Vienna. 

Dr, Kanter is a veteran of World War I. He 
served as a Lieutenant in the Navy Medical Corps. 
Attending obstetrician and gynecologist at the 
Presbyterian and Mount Sinai Hospitals and attend- 
ing Gynecologist at the Cook County Hospital, Dr. 
Kanter is a past president of the Chicago Gyneco- 
logical Society. 

Fred Falls Retires to Devote Full Time to Private 
Practice.—Frederick H. Falls has retired as head of 
the department of obstetrics and gynecology at the 
University of Illinois College of Medicine, effective 
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August 31. The resignation marks the end of twenty- 
eight years of service at the university. Prominently 
known for his work as a teacher, Dr. Falls’ reputa- 
tion as a physician and a creator of scientific ex- 
hibits is internationally renowned. 


Arthur Kirschbaum Goes to Baylor.—Dr. Arthur 
Kirschbaum has resigned as professor and head of 
the department of anatomy, University of Illinois 
College of Medicine, to become head of the anatomy 
department at Baylor University College of Medi- 
cine, Houston, and a similar position in the College 
of Dentistry of the University of Texas. The resig- 
nation from Illinois was effective August 31. 

New Medical Director of Research and Educa- 
tional Hospitals—Dr. Donald J. Caseley has been 
appointed medical director of the Research and 
Educational Hospitals and associate dean of the 
University of Illinois College of Medicine. Prior to 
taking on his new appointments, Dr. Caseley was 
medical director of St. Luke’s Hospital. According 
to the Newsletter of the Chicago Professional Col- 
leges, the appointment of Dr. Caseley has estab- 
lished a separate office of medical director of the 
Research and Educational Hospitals, which was 
formerly combined with the deanship of the College 
of Medicine. In the new capacity, Dr. Caseley will 
cooperate with Dr. Granville A. Bennett, dean of the 
college. of medicine, in the preparation of the budget 
and specifically on budgetary provisions relating to 
the hospitals and the medical school. In addition, he 
will assist the dean on all educational matters, es- 
pecially in programming and implementing the edu- 
cational and research activities in the Research and 
Educational Hospitals and the work of clinical 
clerks. He will also serve as liaison officer repre- 
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senting the dean in educational matters and staffing 
at the Illinois Eye and Ear Infirmary. 

Tom Jones Retires—Prof. Thomas S. Jones, for 
forty-one years a faculty member of the University 
of Illinois Chicago Professional Colleges, will retire 
from his position as professor and head of the de- 
partment of medical and dental illustration. Re- 
garded as one of the leading medical illustrators in 
the country, Mr. Jones has organized and developed 
the department and has been active in a teaching 
capacity. 

New Director of Nurses.—Miss Margaret Filson, 
research associate of the University of Pittsburgh 
School of Nursing and former director of nursing 
service at the University of Minnesota Hospitals, 
has been appointed director of nurses at. the Uni- 
versity of Chicago Clinics, Ray E. Brown, superin- 
tendent of the Clinics, announced August 25. 

Miss Filson, who has also been appointed an as- 
sistant professor of nursing education in the Uni- 
versity’s division of social sciences, assumes her new 
duties immediately. She succeeds Miss Dorothy 
Morgan, who is now affiliated with the Elizabeth 
Steele Magee hospital, Pittsburgh. 

Changes in Faculty at Northwestern.—Four fac- 
ulty members of Northwestern University’s medical 
and dental schools have been promoted to the rank 
of full professor, it was announced by Payson S. 
Wild, vice president and dean of faculties. 

In the medical school, those promoted and their 
departments were Dr. Ronald R. Greene, obstetrics 
and gynecology; Dr. Robert E. Stone, nutrition and 
metabolism, and Dr. Willis J. Potts, surgery. Pro- 
moted in the dental school was Stanley C.- Harris, 
physiology and pharmacology. 

Dr. Greene, of 1100 Oak, Evanston, will occupy 
the newly established Anna Ross Lapham profes- 
sorship. He joined Northwestern’s faculty in 1937 
after receiving his M.D. degree and master’s in 
physiology from the University. A member of the 
American Gynecological Society and other profes- 
sional organizations, he is a frequent contributor to 
scientific journals. He is senior attending in obstet- 
rics and gynecology at Wesley Memorial hospital, 
Chicago. 

Dr. Stone is on the staff of Northwestern’s nutri- 
tion clinic at the Hillman hospital, Birmingham, Ala. 
He joined the faculty there in 1949, previously hav- 
ing taught at the University of North Carolina 
medical school. A captain in the Army medical corps 
during World War II, he is an associate in the 
American College of Physicians. and a member of 
several other professional organizations. 

Dr. Potts, of 614 Fair Oaks ave., Oak Park, re- 
ceived his M.D. degree from Rush Medical College. 
Before joining Northwestern’s faculty in 1946, he 
taught at Rush and at the University of Illinois. A 
fellow of the American College of Surgeons, he was 
a medical corps colonel during World War II. He 
is surgeon-in-chief at Children’s Memorial hospital, 
Chicago. 
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Dr. Harris, of 806 Milburn, Evanston, joined 
Northwestern’s faculty in 1945 after receiving his 
doctorate in physiology from the University’s medi- 
cal school. A member of the American Physiological 
Society and other professional groups, he is author 
of numerous articles on the physiology and pharma- 
cology of pain and analgesia (insensibility to pain). 

Personal.—News officers of the American section 
of the International College of Surgeons include 
Edward L. Compere, a vice president; Oscar B. 
Nugent, treasurer, and Karl A. Meyer, secretary, all 
of Chicago—Dr. August F. Daro, chairman of the 
women’s section of Columbus Hospital, has been 
appointed attending physician in gynecology at 
Cook County Hospital where he has been a staff 
member for twenty years. 

Award Goes to Dr. Brams.—One of the four 
Howard W. Blakeslee $500 prizes, awarded annually. 
by the American Heart Association for outstanding 
reporting on heart and blood vessel diseases, went 
to William A. Brams, M.D., Chicago, September 14. 
Dr. Brams, a senior attending surgeon at Michael 
Reese Hospital and associate professor of medicine 
at Northwestern University Medical School, was 
honored for his book, “Managing Your Coronaries.” 

Harvey Allen Receives Fulbright Grant.—Dr. 
Harvey S. Allen, associate professor of surgery at 
Northwestern University Medical School, has re- 
ceived a Fulbright grant to lecture for three months 
next year in Copenhagen, Denmark. Dr, Allen will 
be in Denmark from January through March 1955. 

University Receives Grant.—Eli Lilly and Com- 
pany recently made a sum of money available to 
the University of Chicago School of Medicine to 
support a study of the peptic ulcer in relation to 
certain hormonal and enzymological aspects under 
the direction of Joseph 'B. Kirsner, M.D., of the 
department of medicine. 

New Appointments.—Two University of Chicago- 
trained surgeons have recently been added to the 
staff of the department of surgery, Dr. Lowell T. 
Coggeshall, dean of the division of biological sci- 
ences of the University, announced August 18. Dr. 
Joseph P. Evans, a native of LaCrosse, Wisconsin, 
will become professor of neurosurgery. Dr. John 
Van Prohaska, formerly professor of surgery at the 
University of Illinois, has been appointed professor 
of surgery at the University of Chicago. Dr. Evans 
received his M.D. at Harvard, his Ph.D. in experi- 
mental surgery at Canada’s McGill University. He 
interned in surgery at the University of Chicago 
clinics in 1930-31. He subsequently served on the 
staffs of McGill University and conducted research 
in physiology. at Cambridge University and at 
London University. Until his appointment, he has 
been associate professor of surgery in charge of 
neurosurgery at the University of Cincinnati Medical 
School. His appointment was effective October 1, 
1954. Dr. Van Prohaska, born in Bohemia, received 
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his M.D. at the University of Chicago in 1934. He 
then became a Douglas Smith fellow in the depart- 
ment of surgery and instructor in surgery in 1939. 


Changes in Faculty—Seven full time appoint- 
ments to the Faculty of The Chicago Medical School 
were announced by Dr. John J. Sheinin, President. 
The appointments are: Dr. Arthur A. Billings, 1642 
East 56th Street, Instructor in Medicine; Julius 
Goldberg, Ph.D., Assistant Professor of Microbi- 
ology; Dr. Henry Rappaport, Mount Sinai Hospital, 
Associate Professor of Pathology; Dr. Earl H. 
Silber, 6041 North Campbell, Associate in Medicine; 
Dr. Morton Smith, Michael Reese Hospital, In- 
structor in Medicine; Dr. J. D. Wheeler, Mount 
Sinai Hospital, Instructor in Pathology; and Dr. 
Lester Wishingrad, 809 South Marshfield, Clinical 
Assistant in Pediatrics. 


Dr. Sheinin also announced the appointment of 
five practicing physicians to the faculty: Dr. Gilbert 
Iser, 3403 West Lawrence, Clinical Assistant in 
Opthamology; Dr. Robert F. Jeans, 1860 North 
Springfield, Clinical Instructor in Psychiatry; Dr. 
Gerschen L. Schaefer, 2106 Hood Avenue, Clinical 
Assistant in Medicine; Dr. William Schumer, 8621 
Central Park, Skokie, Illinois, Clinical Instructor in 
Surgery; Dr. Sidney N. Goldman, 6200 North 
Claremont, Clinical Assistant in Urology. 


Dr. Albert Goldman, 4957 North Wolcott, returns 
from military service to his position as Assistant in 
Pediatrics. 


Appointments at Presbyterian—Dr. Edward J. 
Beattie, Jr., 1350 North Lake Shore Drive, Chicago, 
Illinois, has been appointed Chairman of Presby- 
terian Hospital’s Department of Surgery, effective 
immediately, it was announced September 16 by 
Franklyn B. Snyder, president of the hospital’s 
Board of Trustees. 


A graduate of Princeton University and the 
Harvard Medical School, Dr. Beattie took his post 
graduate training at Peter Bent Brigham Hospital, 
Boston, Massachusetts; Hammersmith Hospital, 
London, England, and George Washington Univer- 
sity School of Medicine, Washington, D. C. 


Prior to joining the Presbyterian Hospital Staff in 
1952 at Chief of Thoracic Surgery, Dr. Beattie 
served as Consultant in Cardiovascular Surgery at 
Mount Alto Veterans Administration Hospital in 
Washington, D. C. His former hospital staff ap- 
pointments include: Chief, Thoracic Surgery, Gal- 
linger Municipal Hospital and Consultant, Thoracic 
Surgery at George Washington University, Walter 
Reed Hospital and Newton D. Baker Veterans Ad- 
ministration Hospital. His teaching appointments 
include Harvard Medical School, George Washing- 
ton University and the University of Illinois, the 
latter from 1952 to the present. 


Dr. Beattie is a member of the American Associa- 
tion of Thoracic Surgery. 


The new chairman succeeds Dr. Edwin M. Miller. 
Dr. Benjamin Morris Gasul, 3172 Sheridan Road, 
Chicago, Illinois has been appointed Chairman of 
the Department of Pediatrics of Presbyterian Hos- 
pital, it was announced today (September 16), by 
Franklyn B. Snyder, President of the hospital’s 
Board of Trustees. The appointment is effective 
immediately. 


Dr. Gasul received his doctor of medicine degree 
from Rush Medical college in Chicago in 1925, and 
his master of science degree from the University of 
Illinois. His internship at Cook County Hospital 
and residency ‘at the Research hospital of the Uni- 
versity of Illinois, was followed by graduate work 
at Hospitant, Professor Pirquet’s Children’s hospital 
in Vienna and the University of Vienna and Berlin. 


In addition to his post at Presbyterian, Dr. Gasul 
is Director of the Pediatric Cardiophysiology De- 
partment at Cook County Children’s Hospital and 
Attending pediatrician there. He is Associate Pro- 
fessor of pediatrics in charge of- Pediatric Cardi- 
ology at the University of Illinois College of Medi- 
cine as well as Professor of Pediatrics at the Cook 
County Graduate School of Medicine. 


The new chairman is a member of the Chicago 
Medical Society; American Medical Association; In- 
stitute of Medicine of Chicago; Chicago Pediatric 
Society; American College of Physicians; American 
Academy of Pediatrics; and American Board of 
Pediatrics. 


Dr. Gasul succeeds Dr. Heyworth N. Sanford. 


Grants-in-Aid.—A grant of $4,500 from the Asth- 
matic Children’s Aid was presented to the Chicago 
Medical School by Mrs. Burton Golden, 2804 North 
Sawyer Avenue, President, and Mrs. Ira Silverstein, 
1127 Columbia, Service Chairman. The grant is 
toward the research project, “The Role of Bacteria, 
Virus, and Related Infectious Agents in the Produc- 
tion of Bronchial Asthma”. The principal investi- 
gators are Dr. A. L. Aaronson, 431 Roscoe, Assistant 
Professor of Medicine at The Chicago Medical 
School and Director of the Allergy Clinic at Mount 
Sinai Hospital, and Dr. Morris A. Kaplan, 534 
Stratford Place, Assistant Professor of Medicine at 
The Chicago Medical School. 


The Bertha Gerber Memorial Cancer League es- 
tablished the Bertha Gerber Memorial Cancer 
League Fellowship at The Chicago Medical School 
with a grant of $3,000 for the present year. The 
money is to be used to support a young scientist 
engaged in cancer research in the Department of 
Oncology under Dr. Philippe Shubik, Director. Mrs. 
Rose Lucas, 3610 Leland Avenue, Retiring Presi- 
dent, made the presentation to Dean Francis J. 
Mullin. 


LAKE 
Fifty Year Member.—Theodore Proxmire, Lake 


Illinois Medical Journal 


= 

| 
— 


Miller. 
Road, 
an of 

Hos- 
), by 
vital’s 
ective 


egree 
, and 
ity of 
spital 

Uni- 
work 
spital 
erlin. 


zasul 

De- 

and 
Pro- 
ardi- 
fedi- 
Sook 


cago 
In- 
atric 
ican 
1 of 


ike 


Forest, was inducted into the Fifty Year Club of 
the Illinois State Medical Society at a recent meet- 
ing of the Lake County Medical Society. Edward H. 
Weld, Rockford, Past President of the Illinois State 
Medical Society, presented the insignia of gold pin 
and certificate, emblematic of fifty years in the prac- 
tice of medicine. 


MADISON 

Society News.—‘“Some Surgical Principles in the 
Management of Cancer” was discussed before the 
Madison County Medical Society at St. John’s 
Methodist Church, Edwardsville, September 2. The 
speaker was Dr. Charles Eckert, associate professor 
of surgery, Washington University School of Medi- 
cine, St. Louis. 


PEORIA 
Society News.—Dr. Ormand C. Julian, Chicago, 
addressed the Peoria Medical Society at the Hotel 
Pere Marquette, September 21, on “Surgical Treat- 
ment of Lesions of the Aorta.” 


VERMILION 
Society News.—Arthur DeBoer, attending surgeon 
at Wesley and Children’s Memorial Hospital, Chi- 
cago, discussed “Surgical Emergencies in the New- 
born” before the Vermilion County Medical Society, 
September 7. 


ROCK ISLAND 

Society News.—Dr. D. L. Tabern, Abbott Labora- 
tories, North Chicago, addressed the Rock Island 
County Medical Society, September 14; his subject 
was “What the Physician Can Do with Radioiso- 
topes.” 

District Meeting —Edward L. Compere, professor 
and chairman of the department of orthopedic sur- 
gery and supervisor of orthopedic postgraduate 
training, Northwestern University Medical School, 
addressed the Iowa-Illinois Central District Medical 
Association at Watch Tower Inn, Rock Island, 
September 22, on “Medical Legal Aspects of In- 
dustrial Medicine.” Discussion was opened by Dr. 
L. J. McCormick, Moline. Dr. Alphonse McMahon, 
professor of internal medicine, St. Louis University. 
School of Medicine, St. Louis, will address the 
November 17 meeting of the association, the subject 
to be announced later. 


SANGAMON 

Society News.—‘“Medical and Surgical Considera- 
tions of Biliary Tract Disease” were discussed by 
Drs. Jesse C. Lockhart and Charles D. Branch be- 
fore the Sangamon County Medical Society, Sep- 
tember 2. Both speakers were from Peoria. 

New County Society Officers—Dr. David Lewis 
was elected president of the Sangamon County 
Medical Society recently. Other officers elected are: 
Drs. Jacob E. Reisch, vice president; William De- 
Hollander, secretary treasurer; Emmett Pearson and 
J. Keller Mack, board of directors (1955-1958); 
Kenneth Schnapp and Darrell Trumpe, delegates to 
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the Illinois State Medical Society, and J. Marvin: 
Salzman and Thomas F. Harmon, alternate dele- 
gates. 


WINNEBAGO 
New Executive Secretary for Winnebago.—Mr. 
Floyd Tarbert has been appointed executive secre- 
tary of the Winnebago County Medical Society, 
Rockford. He succeeds Mr. Douglas Thorsen, re- 
signed. 


GENERAL 

Announcement of the Van Meter Prize Award.— — 
The American Goiter Association again offers the 
Van Meter Prize Award of Three Hundred Dollars 
and two honorable mentions for the best essays 
submitted concerning original work on problems 
related to the thyroid gland. The award will be made 
at the annual. meeting of the Association which will 
be held in Oklahoma City, Oklahoma, April 28, 29 
and 30, 1955, providing essays of sufficient merit are 
presented in competition. 

The competing essays may cover either clinical 
or research investigations; should not exceed three 
thousand -words in length; must be presented in 
English, and a typewritten double space copy in 
duplicate sent to the Secretary, John C. McClin- 
tock, M.D., 14914 Washington Avenue, Albany, New 
York, not later than January 15, 1955. The commit- 
tee, who will review the manuscripts, is composed 
of men well qualified to judge the merits of the 
competing essays. 

A place will be reserved on the program of the 
annual meeting for the presentation of the Prize 
Award Essay by the author, if it is possible for 
him to attend. The essay will be published in the 
annual proceedings of the Association. 


Launch New Nursing Aide Training Project.— 
The Illinois Department of Public Health launched 
a new nursing aide training project in August to 
help hospitals develop on-the-job training for 
auxiliary nursing personnel—nursing aides, orderlies, 
attendants, and others. 

A series of workshops will be conducted through- 
out the state for nurse representatives who will be 
responsible for the teaching programs in their hos- 
pitals. The first is to be held August 5 and 6 at St. 
John’s hospital, Springfield. 

This training project is being developed on a 
nationwide basis by the National League for Nurs- 
ing, the American Hospital Association and the U. 
S. Public Health Service. In Illinois, it is being 
carried out by the Illinois Department of Public 
Health with assistance from the state Division of 
Vocational Education, the Illinois League for Nurs- 
ing, the Illinois Hospital Association and other or- 
ganizations. 

Miss Maude B. Carson, R.N., chief of the state 
health department’s Bureau of Nursing, heads the 
planning committee. Mrs. Armina Farrar, R.N., 
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Springfield, is coordinator and teacher-trainer for 
the project. 


Since 1941, employment of nursing aides in hos- 
pitals has nearly doubled. These employees play an 
increasingly important part in the nursing care of 
patients. Well-trained aides will be able to give 
more skilled attention to patient needs, state health 
authorities believe. 


Officers of Specialty Societies—Albert M. Wolf, 
Chicago, was recently chosen president-elect of the 
Illinois Association of Blood Banks for the forth- 
‘ coming year, and Dr. J. Garrott Allen, also of Chi- 
cago, was installed as president; John E. Maloney, 
Princeton, was made vice president, and Harold 
M. Grimm, Chicago, secretary-treasurer.—Recently 
elected officers of the Chicago Neurological Society 
are Drs. Benjamin Boshes, president; John J. 
Madden, vice-president; Oscar Sugar, secretary- 
treasurer, and Douglas N. Buchanan, councilor.— 
At a recent meeting of the Chicago Society of 
Allergy, Dr. Max Samter was inducted into the 
presidency; Simon S. Rubin, was named president- 
elect, and Norman J. Ehrlich, secretary-treasurer. 


Units Strengthen Public Health Activities— 
County and multiple-county health departments 
serving 27 counties in Illinois have added great 
strength to the public health machinery of the state, 
according to Dr. Roland R. Cross, director of the 
Illinois Department of Public Health, in an address 
of welcome delivered to the 10th annual conference 
of the Illinois State-Wide Public Health Committee 
here, September 17. 

State and local health authorities from through- 
out the state were meeting at the Congress hotel 
to promote establishment of full-time, locally admin- 
istered and financed health departments in every 
Illinois county. 

“The state has not unloaded responsibility for 
public health services entirely on(local shoulders,” 
Dr. Cross said. “The General Assembly appropriates 
three quarters of a million dollars annually for 
grants-in-aid to local health departments. The State 
Department of Public Health reorganized its field 
staff so as to give better and quicker consultive and 
other services as needed. In this way the county 
with a full-time health department is in a position 
to realize all the advantages that modern public 
health can offer and at the same time retain the 
management of its own affairs.” 

Dr. Cross believes the time is ripe to bring full- 
time health service to the 75 counties not served by 
county health departments. 

“Health problems are more likely to multiply than 
to decrease because of the increasing and aging 
population on the one hand and growing industriali- 
zation on the other,” he said. “The present trend, 
moreover, is to shift responsibility for public serv- 
ice back to local government. During the past two 


years the federal government has reduced substan- 
tially its financial grants to states for public health 
purposes and*has served notice that more reduction 
will be made in the future. The policy of the State 
Department of Public Health is to decentralize 
services. 

“Thus it is particularly important at this time,” 
Dr. Cross concluded, “to go forward vigorously with 
the program for establishing and strengthening local 
health departments and particularly county and 
multiple-county health departments.” 


“Your Doctor Speaks”.—Since the last publication 
of participants in the radio series “Your Doctor 
Speaks” over FM Station WFJL, sponsored by 
the Educational Committee of the Illinois State 
Medical Society, the following physicians have ap- 
peared in transcribed broadcasts: 

Warren A. Clohisy, Jr., clinical assistant in sur- 
gery, Stritch School of Medicine of Loyola Univer- 
sity, May 27, on Severe Burns, 

Norman M. Frank, attending physician, MacNeal 
Memorial Hospital, Berwyn, June 3, Antibiotics. 

Burton J. Winston, attending physician, St. The- 
rese Hospital, Waukegan, June 10, The Arrhyth- 
mias. 

John M. Coleman, clinical assistant in medicine, 
Stritch School of Medicine, June 17, on Anemia. 

Irvin §S. Siglin, assistant clinical professor of 
medicine, University of Illinois College of Medicine, 
June 24, on Obesity. 

Harley M. Sigmond, associate in bone and joint 
surgery, Northwestern University Medical School, 
July 1, The Orthopedic Significance of Mild Un- 
recognized Poliomyelitis. 

Harry H. Boyle, attending physician, Children’s 
Memorial Hospital, July 8, The Tonsil and Adenoid 
Problem in Children. 

Linden J. Wallner, clinical assistant professor of 
otolaryngology, University of Illinois College of 
Medicine, July 15, on Smoker’s Larynx. 

Frederick Stenn, lecturer in history, University 
of Illinois College of Medicine, July 29, Discovering 
Lost Gems in Medicine. 

Hans Von Leden, assistant professor of otolaryn- 
gology, Northwestern University Medical School, 
July 22, on Hoarseness. 

William F. Cernock, member of the department 
of medicine, Stritch School of Medicine of Loyola 
University, August 19, Hepatitis. 

Theodore Cornbleet, clinical professor of derma- 
tology, University of Illinois College of Medicine, 
August 26, Hygiene of the Skin. 

Elizabeth McGrew, assistant pathologist, Re- 
search and Educational Hospitals, September 2, 
How the Pathologist Serves the Community. 

Peter J. Cotsirilos, clinical instructor in pediatrics, 
Stritch School of Medicine of Loyola University, 
September 9, Nutritional Anemia in Children. 
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John E. Kearns, assistant professor of surgery, 
Northwesterm University Medical School, Septem- 
ber 23, The Diseased Thyroid Gland. 


“All About Baby” over WBKB, Channel 7.— 
Since last publication, the following physicians have 
appeared on the telecast “All About Baby” over 
WBKB, Channel 7, under the auspices of the Edu- 
cational Committee of the Illinois State Medical 
Society: 

Myron Hipkind, associate clinical professor of 
otolaryngology, Stritch School of Medicine of Loyo- 
la University, May 26. 

Benjamin M. Kagan, chairman, department of 
pediatrics, Michael Reese Hospital. 

Joseph A. Forbrich, attending pediatrician, St. 
Anne’s Hospital, June 9. 

Samuel Schweid, attending physician, Cook Coun- 
ty Children’s Hospital, June 16. 

Edward S. Baxter, attending pediatrician, Mac- 
Neal Memorial Hospital, Berwyn, June 23. 

Harry M. Levy, member of pediatric staff, Michael 
Reese Hospital, June 30. 

William J. Corcoran, attending pediatrician, Mercy 
Hospital, July 7. 

Samuel H. Barron, assistant professor of pediat- 
rics, University of Illinois College of Medicine, 
July 28. 

Aaron Grossman, associate professor of pediatrics, 
Chicago Medical School, August 4. 

Joseph L. Earlywine, member of the pediatric 
staff, Evanston Hospital, August 11. 

Irwin A. Halpert, instructor in pediatrics, Chicago 
Medical School, August 18. 

Sol F. Ditkowsky, assistant clinical professor of 
pediatrics, Stritch School of Medicine of Loyola 
University, August 25. 

Louis J. Halpern, assistant professor of pediatrics, 
University of Illinois College of Medicine, Septem- 
ber 1. 

Clarence J. Barasch, member of the pediatric 
staff, Mount Sinai Hospital, September 8. 

Maurice L. Zee, member of the pediatric staff, 
Grant Hospital, September 15. 


Adult Lecture Series Arranged by the Educational 
Committee of the Illinois State Medical Society.— 
Leonard F. Jourdonais, assistant professor of medi- 
cine, Northwestern University Medical School, on 
October 7 opened a series of lectures for the Wau- 
kegan Township Adult Evening School at the Wau- 
kegan Township High School, Waukegan, on Heart 
Disease. Other participants in the series, which was 
developed by the Educational Committee of the 
Illinois State Medical Society, include: 

Meyer Brown, assistant professor of psychiatricy 
and neurology, Northwestern University Medical 
School, October 14, on Mental Health. 


Danely P. Slaughter, associate professor of sur- 
gery, departments of tadiology and surgery, Uni- 
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versity of Illinois College of Medicine, October 21, 
Cancer. 

Charles I. Fisher, instructor in medicine, North- 
western University Medical School, October 28, 
“Geriatrics” (Growing Old Gracefully). 

James I. Farrell, assistant professor of urology, 
Northwestern University Medical School, Novem- 
ber 4, on “The Male Climacteric” (Men Only). 

John R. Wolff, assistant professor of obstetrics 
and gynecology, University of Illinois College of 
Medicine, November 18, “The Menopause” (Women 
Only). 


Lectures Arranged Through the Scientific Service 
Committee of the Illinois State Medical Society: 

Burton C. Kilbourne, Chicago, Henry County 
Medical Society, September 8, in Galva, on Surgical 
Aspects of Fractures. 

Edwin N. Irons, Chicago, LaSalle County Medical 
Society, September 16, on Use and Abuse of Anti- 
biotics. 

Edward L. Compere, Chicago, Lee-Whiteside 
County Medical Societies, September 16, in Dixon, 
on Fractures of the Hip, Leg and Shoulder. ~ 

R. Gordon Brown, Chicago, Iroquois County Med- 
ical Society,. September 21, in Watseka, on Radio- 
active Iodine. 

Thomas Masters, Springfield, Macoupin-Mont- 
gomery County Medical Societies, September 28, in 
Carlinville, on Diabetes. 

William M. Lees, Chicago, DeKalb County Medi- 
cal Society in Sycamore, September 28, on Cancer 
of the Lung. 

Sanford A. Franzblau, Chicago, Iroquois County 
Medical Society, October 19, in Watseka, on Geriat- 
rics: The Principle of Adding Life to Years. 

John L. Reichert, Chicago, Lee-Whiteside County 
Medical Societies in Dixon, October 21, on Unex- 
pected Conditions in Infancy. 

C. Elliott Bell, Decatur, Marion County Medical 
Society in Centralia, October 21, Present Status of 
Peptic Ulcer Treatment. 

Leon J. Unger, Chicago, DeKalb County Medical 
Society in DeKalb, October 26, on Treatment of 
Bronchial Asthma. 

Burton J. Winston, North Chicago, Henry Coun- 
ty Medical Society in Galva, November 10, on Heart 
Failure. 

Charles N. Pease, Chicago, Whiteside-Lee Coun- 
ty Medical Societies in Dixon, November 18, on 
Children’s Orthopedics. 

Alwin C. Rambar, Highland Park, DeKalb Coun- 
ty Medical Society in Sycamore, November 23, on 
Effect of Maternal Illness on the Fetus. 


DEATHS 
Raven C. Brown, Winnetka, who graduated at Rush 
Medical College in 1904, died August 31, in Boston, 
aged 76. He was a member of the Illinois State Medi- 
cal Society and professor emeritus in medicine at the 
University of Illinois College of Medicine. 
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Epwarp GrirFirH Davis, Belvidere, who graduated 
at Bennett College of Eclectic Medicine and Surgery in 
1900, and the College of Physicians and Surgeons of 
Chicago, School of Medicine of the University of IIli- 
nois in 1902, died June 19, aged 83. He was a member 
of the Illinois State Medical Society. 

CHARLEs Horace Dowsett, Watseka, who graduated 
at Northwestern University Medical School in 1908, 
died May 30, aged 72, of arteriosclerotic heart disease. 
He was a member of the Illinois State Medical Society, 
a past president and secretary of the Iroquois County 
Medical Society, and a member of the: staff of the 
Iroquois Hospital. 

ANFIN EGDAHL, Rockford, who graduated at Johns 
Hopkins University School of Medicine in 1904, died 
recently, aged 78. He was a member of the Illinois 
State Medical Society, a past president-ef the Winne- 
bago County Medical Society and of the Winnebago 
County Tuberculosis Association, and at: the time of his 
death, chairman of the Board of the Rockford Munic- 
ipal Tuberculosis Sanatorium. 

Kurr Pavut Froeticu, Moline, who graduated at 
Medizinische Fakultat der Universitat, Vienna, Austria, 
in 1933, died March 25, aged 45. He was a member of 
the Illinois State Medical Society. 

Everett Epwarp Hitt, Urbana, who graduated at 
Barnes Medical College, St. Louis, in 1906, died June 
24, in the Burnham City Hospital, aged 77. 

Lee TurNeER Hoyt, Roseville, who graduated at Rush 
Medical College in 1921, died June 16, aged 58, of coro- 
nary thrombosis. He was president of the Warren 
County Tuberculosis Association and chairman of the 
Warren County chapter of the National Foundation 
for Infantile Paralysis, and a member of the Illinois 
State Medical Society. 

CuarLes M. Jacoss, retired, Winnetka, who gradu- 
ated at Northwestern University Medical School in 
1894, died September 11, aged 82. He was an emeritus 


member of the Illinois State Medical Society and a 
former staff member of Cook -County Hospital. 

RicHarp J. Mattes, retired, Vandalia, who gradu- 
ated at the Physio-Medical College of Indiana, Indian- 
apolis, in 1896, died May 27, aged 87. 

CiypeE SyLvester McAteer, Fox Lake, who gradu- 
ated at Northwestern University Medical School in 
1921, died July 10, aged 62, of coronary disease. He 
was a member of the staff of the Veterans Administra- 
tion Hospital, in Hines. _ 

JoHN FRANKLIN REED, retired, Edinburg, who grad- 
uated at the Eclectic Medical Institute, Cincinnati, in 
1899, died May 30, aged 89, of arteriosclerotic heart 
disease. 

RoLanp O. Sata, Rock Island, who graduated at the 
State University of Iowa College of Medicine in 1924, 
died August 19, aged 54, of coronary heart disease. He 
was a member of the Illinois State Medical Society. 

Irwin G. SPIESMAN, Maywood, who graduated at 
the University of Illinois College of Medicine in 1922, 
died September 11, aged 58. He was a member of the 
Illinois State Medical Society and clinical assistant 
professor of otolaryngology at the University of IlIli- 
nois. 

Leonarp S. SZUMKOWSKI, Chicago, who graduated 
‘at the Chicago College of Medicine and Surgery in 
1911, died September 11, aged 69. He was a member of 
the Illinois State Medical Society. 

Hue H. West, Elgin, who graduated at the Chicago 

Homeopathic Medical College in 1898 and at Harvey 
Medical College in 1900, died August 31, aged 84. He 
was a member of the “Fifty Year Club” of the IIli- 
nois State Medical Society. 
’ ANNIE L. Zorcer, Waynesville, who graduated at 
American Medical College, St. Louis, in 1894, died 
May 28, aged 89, of chronic myocarditis and arterio- 
sclerosis. She was a member of the Illinois State Medi- 
cal Society. 
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INTRAVENOUS: 500 mg., 250 mg., 100 mg. 


EAR SOLUTION (0.5% ) 


LEDERLE LABORATORIES DIVISION amenican Cyanamid company Pearl River, N. Y. Lederle ) 


INTRAMUSCULAR: 100 mg. 


Tetracycline Lederle 


ACHROMYCIN, the new broad-spectrum antibiotic, is now 
available in a wide range of forms for oral, topical and 
parenteral use in children and adults. New forms are being 
prepared as rapidly as research permits. 


AcHROMYCIN is definitely less irritating to the gastroin- 
testinal tract. It is more rapidly diffusible in body tissues 
and fluids. It maintains effective potency for a full 24-hours 
in solution. 


AcHRoMYCIN has proved effective against beta hemolytic 
streptococcic infections, E. coli, meningococci, staphylo- 
cocci, pneumococci and gonococci, acute bronchitis, bron- 
chiolitis, pertussis and the atypical pneumonias, as well as 
virus-like and mixed infections. 


*REG. U.S. PAT. OFF. 
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THe Eczemas:—A Symposium By Av- 
THORS. edited by—L. J. A. Loewenthal, M. D. 
(L’Pool), M. R. C. P. (London), D. T. M. & 
H. (L’Pool) E. & S. Livingston Ltd. Edin- 
burgh and London 1954. (The Williams and 
Wilkins Co., Baltimore) 

This book contains 13 chapters and 2 ap- 
pendices and includes the subjects of Contact 
Eczema; Allergic Eczema; Atopic Eczema; 
tables of concentrations and vehicles to be used 
for patch testing and prescriptions for basic 
therapy. 

The chapters are well written and profusely 
illustrated. Each author presents his subject 
clearly. The authors give an histological defini- 
tion of Eczema. On this basis, they make a 
distinction between contact dermatitis, allergic 
eczema and atopic eczema. The chapter on atopic 
dermatitis (eczema) is particularly well written 
and illustrated, and generally follows the prin- 
ciples accepted by American Allergists. 

This book deserves to be in the libraries of 
dermatologists and allergists. 


BOOK REVIEWS 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. © 


CLINICAL CHEMISTRY IN PracTICAL MEDICINE. By C. 
P. Stewart, D. Sc. (Dunelm.), Ph. D. (Edin.) Read- 
er in Clinical Chemistry, University of Edinburgh, 
Senior Biochemist, Royal Infirmary, Edinburgh and 
D. M. Dunlop, B. A. (Oxon.), M. D., F. R. C. P. 
(Edin.), F. R. C. P. (Long.) Christison Professor 
of Therapeutics and Clinical Medicine, University of 
Edinburgh, Physician, Royal Infirmary, Edinburgh, 
Fourth Edition. E. & S. Livingstone LTD., Edin- 
burgh and London, 1954. $5.00. 

THE CONCEPT OF SCHIZOPHRENIA. By W. F. McAuley, 
Psychiatric Registrar, Downshire Hospital, Northern 
Ireland; Late Surgeon Lieutenant R. N. V. R., with 
a foreword by John H. Ewen, F. R. C. P., D. P. M., 
formerly physician and lecturer in psychological 
medicine at the Westminster Hospital. Philosophical 
Library, New York. $3.75. 

DIAGNOSIS AND TREATMENT OF THE ACUTE PHASE OF 
POLIOMYELITIS AND ITs COMPLICATIONS. Edited by 
Albert G. Bower, M.D., The Williams & Wilkins 
Company, Baltimore, 1954. $6.50. 

DISEASES OF THE SKIN. By Oliver S. Ormsby, M.D., 
Rush Professor of Dermatology Emeritus, University 
of Illinois; Attending Dermatologist to the Presby- 
terian Hospital of Chicago; and Hamilton Mont- 
gomery, M.D., M.S., Professor of Dermatology and 
Syphilology, Mayo Foundation for Medical Educa- 
tion and Research, Graduate School, University of 
Minnesota, Rochester, Minnesota; Consultant in Sec- 
tion of Dermatology and Syphilology, Mayo Clinic. 

TEXTBOOK OF PEDIATRICS. By Waldon E. Nelson, M.D., 
Professor of Pediatrics, Temple University School 
of Medicine; Medical Director of Saint Christopher’s 

” Hospital for Children. With the collaboration of 70 
contributors. Sixth Edition. 1581 pages. 478 figures. 
$15.00. 
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esponse...rapid 


GAN TRIECH EEN 


Gantrisin plus Penicillin 


response... rapid 

a synergistic antibacterial 
combination prompts a higher 
and faster rate of therapeutic 
action than obtainable by 
either component alone. 


esistance...rare 


resistance... rare 
combined therapy of sulfonamide 
plus antibiotic minimizes emergence 
of resistant organisms. 


GANTRICILLIN-300. Each tablet provides 0.5 Gm Gantrisin (the single, highly soluble sulfonamide) plus 
300,000 units of crystalline penicillin G potassium. 

_GANTRICILLIN (100). Each tablet provides 0.5 Gm Gantrisin one 100,000 units of crystalline penicillin G 
potassium. 


GANTRICILLIN (acetyl)-200. Each teaspoonful (5 cc) of the ‘dea llateced suspension provides 0.5 Gm 
Gantrisin (acetyl!) plus 200,000 units of penicillin G potassium. 


GANTRICILLIN®; GANTRISIN®—brand of sulfisoxazole (3,4- dimethy1-5-sulfanilamido-isoxazole) 
GANTRISIN® (acetyl)—brand of acetyl sulfisoxazole 


HOFFMANN-LA ROCHE INC ¢ ROCHE PARK + NUTLEY 10 «+ N.J. 
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Has Wine a Place 


in Your Practice? 


Recent physiological and clinical 
research confirms its adjunctive 
value in the diet of many patients 


HE WIDE recommendation of wine as a gentle and pleasant 
Tt stimulus to appetite, digestion, and the full enjoyment of a 
meal, has a sound basis in the findings of controlled research. 

Results of some recent studies* are the following: 

Influence of Wine on Appetite—Two wineglassfuls of 20 per cent 
alcohol (the concentration in the usual appetizer or dessert wine) 
have been found to relieve prolonged gastric tension. Two or three 
ounces of dry table wine can markedly increase the olfactory acuity 
and the appetite in anorexia, and stimulate caloric intake. 

The Buffer Action of Wine in Digestion—The effect of wine on 
free and total gastric acidity is slower and more prolonged than that 
of plain alcohol. Because of the buffering action of its phosphates, 
organic acids and tannins, wine induces a less violent but more sus- 
tained increase in gastric secretion and gastric motility. 

Wine Stimulates the Flow of Pepsin—Ingestion of moderate 
amounts of wine, notably white table wine, has been found to in- 
crease appreciably not only the volume but the proteolytic power 
of gastric juice. 

Wine in the Diet of Oldsters and Convalescents—There are sound, 
physiological reasons, therefore, why the generally lax and achlor- 
hydric stomach of older people and convalescents reacts favorably 
to the mild, secretory stimulation of wine taken at mealtimes. And 
wine offers other valuable vasodilating, soothing, relaxing effects . . . 
a little Port or sherry wine at bedtime is a valuable aid to normal 
sleep, and may obviate the need for sedative medication. 

Wine to Brighten the Monotonous Diet—In the dull and often un- 
appealing dietary regimen of many patients, a glass of wine can ~ 
frequently provide a touch of interest and. ““elegance’”—a psycho- 
logical boost of inestimable value. 

The Fine Wines of California—Wines of outstanding quality are 
coming from California nowadays. Somewhere in the rich soils of the 
State, each grape variety finds its ideal setting and comes to perfect 
ripeness each year. Just as essential, modern scientific methods re- 
sult in wines of controlled quality standards, true to type—and what 
is highly important from your patient’s standpoint—moderate in 
price. Wine Advisory Board, San Francisco 3, California. 


* Research information on wine is available upon request. 
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THE ADVANTAGES 


IN ITS. 
| OPTIMAL Fo FORM 


ina single tablet 
for moderately severe hypertension 


Each tablet contains | mg. Rauwiloid and 3 mg. 
Veriloid. Initial dose, one tablet t.i.d., p.c. 


© ina single tablet 
for rapidly progressing, otherwise intractable hypertension 


Each tablet contains | mg. Rauwiloid and 250 mg. hexamethonium . 
chloride dihydrate. Initial dose, % tablet q.i.d. 


Simpler Simplified dosage regimen, ‘simplified 
Greater Efficacy—Under the synergistic influence of Rauwiloid, the = oe 
agents act with greater efficacy 
Greater Safety— Notable freedom from chronic toxicity—the agents ag 
in these combinations have not been reported to cause eae ea? 
zation or chronic toxic manifestations. 
Patient each instance, gate one 
to take . . . hence easier-to-follow instructions. 


LABORATORIES, NG, LOS ANGELES 48, 


ee 
t h ~ b t t h 
the combination therapy of hypertension. 
€ 


HYDROCORTISONE IN RHEUMATIC 
DISEASE 


Owing to the variable course of rheumatic 
disorders, response of patients to intra-articular 
injections must be evaluated with medications 


other than hydrocortisone. A suggestive element 


in injection therapy exists, coupled with the 
strong* emotional support due to repeated close 
observation. Thirteen patients.in this series, con- 
sisting of six with rheumatoid arthritis, four 
with osteoarthritis, two with periarthritis of the 
shoulder, and one with tenosynovitis of the fin- 
gers, received preliminary control injections, five 
with normal saline and nine with 1 per cent 
procaine. In three cases of rheumatoid arthritis, 
saline gave pain relief for a few hours in one, no 
relief in a second, and aggravation of pain in a 
third. In each of these, hydrocortisone, by con- 
trast, produced analgesia lasting one week or 
more. One patient with severe osteoarthritis of 
the knee obtained consistent relief for one week 
with intra-articular hydrocortisone over a period 


of four months. Subsitution of saline, without 
patient’s knowledge, caused a marked exacerba- 
tion of symptons. Comparing the local effect of 
procaine hydrochloride and hydrocortisone in 
nine patients, it was observed that in no case 
receiving procaine did pain relief approximate 
the degree or duration of that achieved with 
hydrocortisone, nor did analgesia persist for more 
than a few hours, and that in four patients no 
analgesia at all was obtained. The trend of re- 
sponsiveness to hydrocortisone contrasts sharply 
with these results. Jacob Bornstein, M.D., bas al, 
Geriatrics, May 1954. 


The sum of the achievements of tuberculosis 
associations may be measured not only in terms 
of tuberculosis control, but also in terms of the 
growth of many other public health services, in- 
cluding full-time health departments, clinic 
facilities, school health services, medical educa- 
tion and research, and industrial hygiene pro- 
grams. William P. Shepard, M.D., NTA Bul- 
letin, May, 1954. 


successful in the treatment 


of ulcerative colitis... dine 


¢ 


1 5 Bargen sepete that since 1949 ap- 
proximately y 100 patients have rie 
ted with Azulfidine. “The results 
been extremely satisfactory in 
most Cases. 
Personal communication (Apr. 
12, 1950) 


1 51 Of 119 patients treated with Azulfi- 
dine prior to 1944, 90 patients (75%) 

were symptom-free or considerably 

improved when re-examined in 1949. 

Svartz, N.: Acta. Med. Scandi- 

nav. 141:172, 1951. 


literature available on request from: 


BRAND SALICYLAZOSULFAPYRIDINE 


1 5 ? In a series of 52 patients with chronic 
ulcerative colitis 30, or 58%, showed 
significant improvement after treat- 


ment with Azulfidine. 


Morrison, L. M.: Gaser: 
ogy 21: 133, 1552" 


1 5 Morrison says: “Azopyrine [Azulfi- 
dine} . . . has been effective in con- 


trolling the disease in approximately 
two-thirds of patients who had previ- 
ously failed to respond to standard 
colitis therapy cutready in 


Morrison, L. M.: Rev. Gastroen- 
terology 20: 744 (Oct.) 1953. 


PHARMACIA LABORATORIES, Inc. 


Executive Offices: 270 Park Ave., New York 17, N. Y., Sales Offices: 300 First St., N.E., Rochester, Minn. 
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wherever 
Codeine + APC 
is indicated 


PERCODAN 


TABLETS® FOR PAIN 


Provides faster, longer-lasting, and 
more profound pain relief. Obtainable on 
prescription. Narcotic blank required. 


*Salts of dihydrohydroxycodeinone 
and homatropine, plus APC. 


Literature? Just write to 


ENDO PRODUCTS INC., 
Richmond Hill 18, N.Y. 
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ELECTROSLEEP THERAPY 


From the study of 12 years’ experience with 
electrosleep (shock) treatments at the De Paul 
Sanitarium and at Touro Iniirmary (10,170 
patients, receiving 74,275 treatments), it becomes 
apparent that this type of treatment is a tremen- 
dous boon in acute emotional and psychotic dis- 
orders. It is principally of value in treatment of 
emotional disorders, particularly the depressions. 
Individuals with depression, who received electro- 
sleep therapy, were restored to normal or were 
well on the road to recovery within 26 days. Simi- 
lar cases 15 years ago, who did not receive electro- 
sleep therapy, required 126 days for recovery. 
Electrosleep therapy greatly shortens the period 
of hospitalization and prevents suicides. Patients 
are promptly relieved of their great mental 
suffering, soon sleep with little or no sedation, 
and they gain weight. Psychotherapy often is 
very difficult to carry out in the depressed, 


agitated, or manic patient but after etectrosleep__ 


therapy, they can be benefited by psychotherapy. 


Complications are comparatively few and there 
have been no fatalities caused by electrosleep 
treatment in this group of 10,170 patients. 
Charles 8S. Holbrook. M.D., J. Louisiana M.A., 
Jan. 1954. 


Tuberculosis continues to be the number one 
cause of serious illness from communicable dis- 
ease. We have seen an ever-increasing case load 
in tuberculosis and the seriousness of the prob- 
lem is best measured by case rate and prevalence 
instead of mortality rate. In consequerice, it 
is the consensus of this group that all services 
of case finding, diagnosis, case holding, trea‘- 
ment, financial aid and case work, and rehabili- 
tation (including vocational rehabilitation) be 
expanded instead of curtailed and that the public 
be so informed of these facts. (Resolution signed 
by 18 health officers from Florida and Georgia 
who were in attendance at a short course for 
health officers in tuberculosis arranged by the 
state health departments of Florida and 
Georgia.) ATS News Letter, May, 1954. 


SULFADIAZINE SULFAMERAZINE 


SULFAMETHAZINE 


SODIUM SULFACETAMIDE 


Only FOUR-SULFA Gives 
@ GREATEST POTENCY against the greatest 


number of infections. 


@ Broader bacteriostatic activity. 
@ Excellent tissue distribution with MINIMUM 


TOXIC REACTIONS — maintaining highest 


blood levels. 


Bottles of 1000, 500, 100 
Yellow, Scored Tablets 


Write for Literature and Prices 


awe ZEMMER wo. 


3943 Sennott St. Pittsburgh 13, Pa. 
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acid vaginal douche 


ey: vaginal acid reaction is an important factor 
ig preserving the normal vaginal flora and in 
-,guppressing the growth of undesirable invad- 
‘rts. It is rational, therefore, to use cleansing 

and therapeutic applications with an acid pH. 
“>; \Massengill Powder in the standard solution 
has pH of 3.5 to 4.5, approximating the 

| acidity oF the normal, healthy vagina. 


Massengill Powder solution provides a vag- 
inal douche that is cleansing, soothing, deo- 
dorizing, and\highly useful as an adjunct in 
the treatment of many pathological conditions 
of the vaginal tract producing leukorrhea. Be- 
cause the solution is nonirritating, it can be 
used| for routine feminine hygiene. Its clean, 
refreshing odor makes Massengill Powder ac- 
ceptable to the most fastidious patient. 


Massengill Powder contains: Boric 
Acid,; Ammonium Alum, Berberine Salt, 
Phenol, Menthol Isomers, Thymol, Eucal- 
yptol and Aromatics, 


{ 


THE S$. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 


GENEROUS SAMPLE 
ON REQUEST 
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AMEBIC ABSCESS OF LIVER 


Colonel Ryle A. Radke, M.C., reported clinical 
data on 15 cases of amebic hepatic abscess. The 
following diagnostic criteria were used: 

1. The presence of the clinical syndrome of 
amebiasis. 

2. Demonstration of intestinal lesions by 
sigmoidoscopie technics, or demonstration of FE. 
histolytica in aspirations or stool. 

3. Objective evidence of focal hepatic involve- 
ment. 

4. Unequivocal response to appropriate therapy. 

Twelve of the cases complained of sharply 
localized hepatic pain and examination disclosed 
this area to be the area of maximal tenderness. 
In all cases the pain was sharp and radiated to 
the clavicle. Enlarged liver and loss of weight 
were present in all case . Elevation of the dia- 
phragm was present in 10 cases, and an abdomi- 
nal mass was palpable in three and demonstrated 


by x-ray and surgery in one additionaFvase each. _ 


All were successfully treated with Atabrine and 
Carbarsone, surgical incision being required in 


two cases and thoracentesis in two cases. One 
carcinoma. Ryle A. Radke, Col. M.C., DIAGNO- 
SIS AND TREATMENT OF AMEBIC LIVER 
ABSCESS, Ann. Int. Med., May 1954. 


EARLY LUNG CANCER 


Doctors have been thrown a challenge. The 
widespread use of x-ray screening has focused a:- 
tention upon the early detection of silent lung 
disease. The discovery of an abnormal area of 
density in the lung field alerts the individual. 
The physician and patient are brought into 
contact, and responsibility is immediately shifted. 
The cancer potential of every silent shadow must 
be estimated and promptly so. The challenge of 
the survey film will be remembered by both 
patients and relatives. Months or years later, 
when time has permitted progression to an 
unresectable lesion, almost inevitably the ques- 
tion is asked, “But why were we not advised that 
it might be so serious when the shadow was first 
found?” Richard H., Overholt, M.D., M.A.Ala- 
bama, April 1954, 


” 


Angina pectoris 
prevention 


The new strategy in angina pectoris is 
prevention, the new low-dose, long-acting 
drug—Meramine. Most effective milli- 
gram for milligram, and better tolerated, 


METAMINE prevents attacks or tl 
diminishes their number and severity. 


Dosage: 1 tablet (2 mg.) after each meal; 
1-2 tablets at bedtime. 


155 East 447TH StrEET, New York 17, N.Y. 


Metamine 


Triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 


Bottles of 50 and 500. 
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A potent weapon against 
the most common form of “juvenile delinquency”... 


the meal-time behavior problem, the child who shreds his mother’s patience and 
deprives himself of inches and pounds because he “just won't eat’’... 


to stimulate appetite . . . to promote growth... 


TROPHITE 


B 12 plus By 
Each ‘Trophite’ Tablet or teaspoonful of liquid “Trophite’ provides: 


25 meg. of vitamin Bi2 10 mg. of vitamin By 


*T.M. Reg. U.S. Pat. Off. Smith, Kline & French Laboratories, Philadelphia 
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Something NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


think! 
Chink! HOW THESE AMOUNTS 


WOULD HELP IN PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KHLED... | 


SPECIFIC BENEFITS atso For Loss oF 
CLIMB OR LIMBS FROM ACCIDENTAL INJURY 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 


- ministered after the first cases of the respira- 


IMMUNIZATION SCHEDULE FOR 


AMERICAN TROOPS 
Army troops throughout the world will be 


immunized against influenza in accordance with 
a new tri-service policy, it was announced by 
Major General George E. Armstrong, Army 
Surgeon General. 

All Army troops will be administered the 
vaccine prior to a November 15 deadline before 
the onset of the usual winter respiratory dis- 
eases. Troops entering the Army after Novem- 
ber 15 will be given the vaccine as soon as 
possible after induction, according to the an- 
nouncement. 

The new policy regarding immunization 
against influenza has been agreed upon by the 
Surgeons General of the Army, Navy and Air 
Force. 

Last year, only Army troops in overseas com- 
mands were given vaccine for influenza. In 
years before, Army-wide immunization was ad- 


tory disease were detected and identified. Using 
this system, it was not always possible to pro- 
vide vaccine to protect all troops before the 
beginning of the season. 

But this year, according to General Arm- 
strong, the Army will immunize all troops be- 
fore the first outbreaks using a modified vac- 
cine incorporating a recently isolated virus 
strain. 

“Experience has shown”, said General Arm- 
strong, “that effective individual and group 
protection afforded by immunization with in- 
fluenza vaccine can be expected only when the 
vaccine is given in advance of the usual respira- 
tory disease season.” 


THUMBSUCKING 


since infancy caused this malocclusion. 


THUM broke the habit (cara 
and teeth returned to [ 


normal position. 


TRADE MARK 


Get Thum at your druggist or surgical dealer. 
Prescribed by physicians for over 20 years. 


Ulinois Medical Journal 
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BRAND OF MECLIZINE HYDROCHLORIDE 


It’s a new long-acting agent for the prevention and treatment of | a 
nausea and vomiting, associated with all forms of motion sickness, —_— 
radiation therapy, vestibular and labyrinthine disturbances, and 


Ménieére’s syndrome. 


Side effects, so often associated with the use of earlier remedies, are minimal with 
Bonamine. Its duration of action is so prolonged that often a single daily dose is 
sufficient. Bonamine is supplied in scored, tasteless 25 mg. tablets, boxes of eight 


individually foil-wrapped and bottles of 100. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 


Division, Chas. Pfizer & Co., Inc. 
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COST OF MEDICAL EDUCATION 


The public is thoroughly indoctrinated with the 
idea that medical schools and medical education 
are very expensive. One hundred and six million 
dollars, the sum expended by all medical schools 
in 1950, is considered a large sum for the support 
of one form of professional education. However, 
the Survey data reveal that medical schools are 
unique in the university family of schools, in that 
the education of the physician is only one of its 
many educational responsibilities. In addition to 
education, the 106 million dollars supports re- 
search and services which are of tremendous 
value. Medical school costs actually are very low 
in comparison to the value of their products. 
One hundred and six million dollars is only 8.2 
per cent as much as the nation spent on jewelry, 
or 1.3 per cent of the sum spent on alcoholic bev- 
erages in 1949. There is little doubt that not only 
can the public afford to support the medical 
schools as they exist today but they can well 
afford to greatly increase their support. The 
medical schools have not informed the people 


of the value of their activities. Until this is done, 
intelligent support cannot be expected. John E. 
Deitrick, M.D. and Robert C. Berson,M.D., 
McGraw-Hill, 1953. 


It seems apparent that the general practitioner 
is going to be involved in the actual treatment 
of the tuberculosis patient to a much greater 
extent than he has in the recent past and fewer 
patients will be treated by specialists in chest 
diseases. Another factor acting in the same 
direction is the relatively shorter time that the 
average patient will spend in a hospital and the 
fact that such hospitalization is less likely to 
be in a remote institution. The family physi- 
cian, therefore, will be less likely to lose supervi- 
sion of his patient. This trend requires a change 
in the nature and emphasis of postgraduate medi- 
cal conferences and courses of instruction, which 
must be directed more toward the general practi- 
tioner. James E. Perkins, M.D., NTA Bulletin, 
May, 1954. 


- 


Established 1907 


(Operated on a non-profit basis) 


FOR THE TREATMENT OF TUBERCULOSIS 


AND OTHER CHRONIC CHEST DISEASES 


NAPERVILLE, ILLINOIS 


30 miles from Chicago 


Ideally situated—beautiful landscaped 
surroundings—modern buildings and 
equipment. A-A rating Illinois State Health 
Department. Fully approved by the Joint 
Commission on Accreditation of Hospitals. 
Active Institutional member of the 
American and Illinois Hospital Associations. 


Jerome R. Head, M.D., Chief of Staff. 
Delbert Bouck, Administrator. 


Illinois Medical Journa’ 
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World's Smallest Electronic Stethoscope Amplifies 


Heart and Chest Sounds 


10,000 


Times Louder 


the 


tiny New Maico 


Often a doctor will encounter certain difficulty in diagnosing cardiac, chest 
and foetal heart conditions because the most important sounds to the diagnosis 
are too faint to be judged by means of the ordinary stethoscope. Many such 
sounds occur in the lower frequency ranges, where normal hearing has its 
poorest sensitivity. 

Through utilization of the new principle of all-transistor instruments, the 
Maico engineering staff has developed a powerful yet small precision electronic 
stethoscope, the use of which will help the doctor to identify heart sounds he 
ordinarily couldn’t even hear with the usual instrument. 


How the Maico Stethetron Assists You 


It provides selective amplification, enabling the physician to give powerful 


amplification to frequency ranges which include the sounds he wishes to hear, _ 


and comparatively little amplification to the frequencies in which he is not 
interested at the moment. 


Amplifies Sounds Below Normal Threshold 


The Stethetron not only amplifies sounds normally heard with the acoustic 
stethoscope, but also makes it possible to hear clearly sounds which would be 
inaudible to even the sharpest ears with any other method of auscultation. 


Helpful to All Physicians 


The Maico Stethetron was not designed primarily for physicians who are hard 
of hearing.-It can and does give daily assistance to physicians who have hearing 
impairments, but its fundamental purpose is to help overcome obstacles which 
every physician encounters in his everyday auscultation. 


What Cardiologists and General Physicians Say: 


“Brings out distant heart tones very 
well in fleshy, obese persons.” 


“Is exceptionally well adjusted t 


picking up heart sounds and chest 
Sounds in a room where other people 
are present, since it is a contact type 
of microphone and one gets no ex- 
traneous sounds.” 


“*Have used the Stethetron in pick- 
ing up the continuous murmur which 
results from a shunt operation for the 
correction of ‘blue babies’. With the 
instrument, I have been able to hear it 
before I could without the instrument, 
and this is a great comfort to the 
parents because it means a successful 
operation.” 


THE MAICO COMPANY 


21 North Third Street, Minneapolis, Minnesota 


for October, 1954 


See It Work 
In Your Office! 


So that you may more reodily understand what 
this astonishing instrument really is and what it does, 
we'd like to show you something you've never ex- 
perienced before in a laboratory or in your practice. 
We will reproduce the exact sound, tone and inten- 
sity of a human heart murmur through a newly-devel- 
oped electronic instrument, right in your own office. 
And we will show you how the Maico Stethetron 
clearly picks up heart murmurs so faint you can’t hear 
them through your own acoustic stethoscope. Just mail 
the coupon for an appointment. 


STETHETRON is a product of the 
Maico Company, manufacturers 

90% of all hearing test i f 

in use today. 

The Maico Company Room iM 2 
3rd St., Minneapolis], Minn. 

I would like to have a demonstration of an 
artificially-produced human heart murmur shown to 
me. The most convenient time to see me is at approxi- 
os o'clock (AM) (PM). 

Name 
Office Address 
City State 


| 


67 


3 
’ 
Wh > 
= 


SSIONAL PROTECTION 
EXCLUSIVELY 
i7 


specialized service 
assures “know-how’’ 


W. R. Clouston, Representatives, 
1142-44 Marshall Field Annex Building, 
Telephone State 2-0990 
SPRINGFIELD Office: 

FLA an, 


- A. Seeman, Representative, 
Telephone Springfield 4-2251 


LINCOLNVIEW 


8th & Capitol 
Albert P. Ludin, M. D., Medical Director 


MENTAL-ALCOHOLIC-ADDICTED 


Rapid Intensive Treatment 


Registered A.M.A. Licensed State of Illinois 


Hospital and Sanitarium 
Springfield, Illinois 


NERVOUS and MENTAL 
DISEASES 


* 


Edward Ross, M.D., Medical Director 
PHONE 
BATAVIA 1520 


SKIN INFECTIONS 

Oxytetracycline hydrochloride (Terramycin) 
(3 per cent) with polymyxin sulfate B (0.1 per 
cent) topical ointment has been used in over 200 
cases of skin infections, with unusually favorable 
and prompt results in a number of conditions. 
Not one case of irritation or sensitization was 
encountered, even though the patients were in 
the widest range of age from infancy on. The 
ointment was prescribed to be used in the usual 
and ordinary manner by applying it to the 
affected areas three times a day. If the condition 
was excessively crusted, the crusts were to be 
washed off with one of the usual dermatologic 
type of soapless detergents. No unusual ritual 
was required, and no other supplementary treat- 
ment was used. The effectiveness was most strik- 
ing in the pyogenic dermatoses: 21 cases of 
impetigo; 18 cases of folliculitis (scalp and 
beard, except one of axillae) ; 54 cases of impeti- 
ginized dermatoses (including 10 cases of 


 neurodermatitis) ; 20 cases of dermatitis vene- 


nata; eight cases of seborrheic dermatitis; four 
cases of hypostatic dermatitis (varicose eczema) 
and varicose ulcer; and 12 miscellaneous derma- 
toses. Five case of otitis externa (infectious 
eczematoid dermatitis), which ranged in duration 
from one to five months, cleared up in from 
three to five days. Five cases of acne necrotica 
miliaris of the scalp, which ranged in duration 
from five months to three years, cleared up in 
from three to eight weeks. Bernard Apple, M.D. 
Am. Pract. May 1954. 


ARTERIOSCLEROSIS IN A DAY 

It is no longer reasonable to accept the view 
that arterio-sclerosis is synonymous with aging. 
There is a growing body of evidence that arterio- 
sclerosis may occur in a series of disconnected 
episodes. Russell Holman has emphasized this by 
stating that atherosclerosis may be a disorder of 
“days not decades.” It is quite possible that brief, 
repeated insults such as infections, brief periods 
of disease, intense emotional upsets, or other fac- 
tors that sharply alter the form in which cir- 
culating cholesterol is carried may be responsible 
for the episodic occurrence of atherosclerosis 
rather than its continuous development through- 
out the life span of the individual. Campbell 
Moses, M.D. Postgrad Med., May 1954. 


Illinois Medical Journal 


for 


T. J. Hoehn, E. M. Breier and 
i 
Phone 2-3303 


WHY COURT 
INSOMNIA...JITTERINESS... 
CARDIAC POUNDING? 


@ The tranquilizing action of 
Rauwiloid largely prevents over- 
stimulation, virtually eliminates 
jitteriness. 


@ The mild sedative action of 
Rauwiloid prevents excitation— 
the patient enjoys restful sleep. 


@ The gently bradycrotic action 
of Rauwildid usually prevents 
palpitation—avoids the cardiac 
pounding so frightening to the 
patient. 


_ AUWIDRINE presents a new experience in 
_ mood elevation. The combined central 
_ effects of rauwolfia and amphetamine 
__ solve the problem so frequently encoun- 

tered in mood amelioration therapy— 
largely eliminate the amphetamine side actions which 
so often prove intolerable for the patient. 


Rauwidrine combines—in one slow-dissolving tablet 
—1 mg. of Rauwiloid (the alseroxylon fraction of rau- 
wolfia) and 5 mg. of amphetamine. 


The central action of Rauwiloid . . . tranquilizing and 
mildly sedative . . . complements and augments the 
mood-elevating influence of amphetamine; but the car- 
diac pounding, jitteriness, tremor, and insomnia en- 
gendered by amphetamine are largely overcome by the 
gently bradycrotic, calming influence of Rauwiloid— 
and all without the use of barbiturates. 


IN APPETITE SUPPRESSION, TOO 

In weight reduction management Rauwidrine proves 
particularly advantageous. The appetite-suppressing 
effect of the amphetamine component can be main- 
tained for long periods, since side actions are obviated. 


DOSAGE: For mood elevation, one to two tablets, each before 
breakfast and lunch. Dosage should be individualized, and as 
much as 6 tablets per day (in 3 doses) may be given if needed. 


For obesity, one to two tablets 30 to 60 minutes before each meal. 


RAUWIDRIN 


LABORATORIES, INC. 


LOS ANGELES 48, CALIFORNIA 


8480 BEVERLY BOULEVARD e 
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JACKSONVILLE, ILLINOIS 


Communications 


Ihe NORBURY SANATORIUM 


For the Treatment of Nervous and Mental Disorders 


FRANK GARM NORBURY, M.D., Medical Director 
HENRY A. DOLLEAR, M.D., Superintendent 
FRANK B. NORBURY, M.D., Associate Physician 


THE NORBURY SANATORIUM, Jacksonville, Illinois 


INCORPORATED and LICENSED 


TWO GUINEAS LESS 


An old Scot, suffering from hunger pain, was 
advised by his doctor to be x-rayed. Told that 
this would cost him ten guineas, he asked what 
a consultation with a physician would cost. 
“Five,” was the reply. The choice was clear. Ex- 
amination revealed a mouthful of septic teeth, 


a much too liberal allowance of the spirits of his _ 


country, and pipes that never were cleaned. He 
was given a two months’ probation from radiol- 
ogy on condition that these matters were attended 
to. At the end of this time Mr. Mackenzie re- 
ported to his doctor that he was cured. “But 
I want to see that consultant again,” said the 
Scot. “It will cost you another three guineas.” 
“Ah, weel, I want to see him.” “But. I hear from 
your doctor that you have lost your indigestion?” 
I said when he arrived. “Yest, doctor, I am a 
weel man; that must have been a very powerful 
drug that you ordered for me.” (My note told 
me it had been sod. bic.) “Well drugs are power- 
ful according to wheather they do their job or 
not.” “Yes, doctor, but winna me body have to 
pay for it?” Assurance on this point was worth 


three guineas and the patient was still two 
guineas up on the whole transaction. Lor 
Horder, M.D., What Is Indigestion? Practition- 
er, Jan. 1953. 


CANCER TESTS 


Tagged colchicine, a drug derived from plants 
grown at the university’s atomic farm is useful 
in showing chemical differences between cancer 
patients and normal individuals, according to a 
report made by Edward J. Walaszek, fellow of 
the National Cancer Institution, to the Federa- 
tion of American Societies for Experimental 
Biology, April 14 in Atlantic City. The colchicine 
was derived from the autumn crocus, grown in 
airtight greenhouses containing radioactive Car- 
bon 14 in the form of carbon dioxide. In cancer 
patients, only 0.2 to 6 per cent of the colchicine 
was excreted in an unchanged form, while the 
range in noncancer patients was from 15 to 50 
per cent.College Briefs, J. Med Education, May 
1954. 


Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 

WINNETKA, ILLINOIS 
NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE TES 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


Fully Approved by the 
American College of Surgeons 


Winnetka 6-0211 
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VAGINAL ANATOMY 


AND CONCEPTION CONTROL 


Another observation based on 


According to a recent comparative study 


by Guttmacher and co-workers,! vaginal 


anatomy and parity apparently play im- 
portant roles in the selection of a contra- 
ceptive method. Using the jelly-alone 
method, they found that markedly 
greater protection was afforded to 
women of low parity, and suggested that 
the jelly “might be confined to the region 
of the external os more successfully in 
the less relaxed vagina.” 


Of 325 women who used the jelly-alone 
[RAMSES® VAGINAL JELLY] technic for 
periods ranging from three months to 
three years, 36 percent were primipa- 
rous. The statistically valid data, based 
on 425 patient years of exposure, defi- 
nitely indicate that the jelly-alone method 
of contraception was considerably more 
effective “among patients of lower 
parity.” 


The use of jelly alone as a contraceptive 
measure proved highly successful in the 
entire group, and only a few unplanned 
pregnancies occurred. These were either 
considered as (1) patient failures, com- 
prising those instances in which the 
patient admitted complete omission or 
irregular use of the jelly, or as (2) meth- 
od failures, where the patient claimed 
regular and careful use of the jelly. 


The total unplanned pregnancy rate 


averaged only 16.7 per 100 patient years 
of exposure. If method failures alone 


traceptive measure in 325 patients during 425 
patient exposure years! 


425 patient years of exposure 


JULIUS SCHMID, INC., gynecological division 
423 West 55th Street, New York, 19, N. Y. 


are calculated, the unplanned pregnancy 
rate was reduced to 10.82 per 100 patient 
years of exposure. 


It is apparent from this study that 
RAMSES VAGINAL JELLY is markedly ef- 
fective in the jelly-alone technic, and 
that it is a “method of choice’’ for most 
nulliparous and primiparous patients. 


Anatomic considerations, however, 
should not be the sole criteria used in 
the selection of a contraceptive method. 
Such factors as patient intelligence and 
cooperation, as well as the sincere desire 
for conception control, are also of para- 
mount importance. Thus, the choice of 
method must, in the end, depend upon 
the physician’s evaluation of the indi- 
vidual patient. 


When in the judgment of the physician, 
parity, anatomic factors, or motivation 
indicates the use of the diaphragm- 
and-jelly method of contraception, the 
RAMSES® TUK-A-WAY® Kit is recom- 
mended. The RAMSES® diaphragm is 
flexible and cushioned — providing an 
optimum barrier with utmost comfort. 
In combination with RAMSES jelly, it of- 
fers an unsurpassed contraceptive tech- 
nic — and both products are accepted by 
the appropriate Councils of the Ameri- 
can Medical Association. 


Physicians may now obtain a compli- 
mentary package of RAMSES VAGINAL 
JELLY.* Requests on your prescription 
blank should be mailed to Dept. [A2 

Julius Schmid, Inc., 423 West 55th 
Street, New York 19, N.Y. 


*Active agent, dodecaethyleneglycol monolau- 
rate 5%, in a base of long-lasting barrier 
effectiveness, 


1, Finkelstein, R.; Guttmacher, A., and Goldberg, R.: Am. 
J. Obst. & Gynec. 63:664, Mar., 1952, 
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ELIXFR BROMAURATE 


GIVES EXCELLENT RESULTS 


In four-ounce original bottles. A teaspoonful every 3 to 4 hours 
Prescribed by Thousands of Doctors 


GOLD PHARMACAL CO. 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. 


NEW YORK CITY 


THE SIMPLE TRUTH 


Wounds heal by scar and the healing process 
starts immediately after the wound is incurred. 
During the first few days the healing tissues are 
simply an unorganized exudate. Soon this is 
penetrated by capillaries and granulation tissue 


forms and continues to form until the wound . 


closes. If, to the mere fact of remaining open, is 
added further irritation in the form of bacteria 
or chemical antiseptics, the granulations become 
increasingly exuberant and, as they form, the 
deeper layers become organized into dense scar. 
Not until the surface is covered with epithelium 
does the formation of granulation tissue cease. 
Hence, the longer the wound rerfiains-open, the 
greater the amount of scar tissue, the more the 
impairment of function from this factor, and the 
greater the difficulty if secondary repairs are re- 
quired. Sears of moderate extent are of little 
significance in some areas of the body. On the 
other hand, even tiny scars, may cause limitation 
of function. Michael L. Mason, M.D., Postgrad. 
Med., April 1954. 


FAIRVIEW 
Sanitarium 


@ Electro-Shock 
Electro-Narcosis 


Phone Victory 2-1650 


CORD STRIPPING 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies including: 
Out Patient Shock Therapy Available 
ALCOHOLISM Treated by Comprehensive Medical-Psychiatric Methods. 


2828 S. PRAIRIE AVENUE, CHICAGO 16 J. DENNIS FREUND, M. D., Medical Director 
Registered by the American Medical Assn. 


A study of four technics of cord clamping and 
their effect on the blood of 100 normally de- 
livered infants is presented. Cord stripping is 
considered the most effacious method of improv- 
ing the infant’s blood picture, with delayed 


clamping next in preference. Immediate clamp- 


ing, by far the worst method, deprives the infant 
of blood. Cord clamping apparently has no in- 
fluence on the weight or general well being of the 
normal infant delivered without obstetric com- 
plications. Such an infant can adjust itself ad- 
equately to a moderate anemia. Conversely, it is 
apparently no better off, at least clinically, with 
an increased amount of blood. Cord stripping or 
delayed cord clamping or both are urged to effect 
a maximum placental transfusion in infants who 
are shocked after a traumatic delivery, anemic 
after a bleeding accident before or during birth, 
delivered by cesarean section, or born premature- 
ly. Anthony E. Colozzi, M.D., New England JJ. 
Med. Apr. 15, 1954. 


@ Insulin Shock 
@ Carbon Dioxide Therapy 
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BASIC IN ALL GRADES 


OF ESSENTIAL HYPERTENSION 


now regarded 
as the 

chief active 
principle of 


Rauwolfia 


Serpentina 


* 


Wilkins, R. W.; Judson, W. E.; Stone, R. W.; 
Hollander, William; Huckabee, W. E., and 
Friedman, |. H.: Reserpine in the Treatment 
of Hypertension: A Note on the Relative 
Dosage and Effects, New England J. Med. 
250:477 (March 18) 1954. 


Increasing experience continues to show that 
Rauwolfia serpentina is as basic in essential 
hypertension as digitalis is in congestive heart 
failure. Furthermore, recent evidence* demon- 
strates that reserpine possesses the unique anti- 
hypertensive, sedative, and bradycrotic prop- 
erties characteristic of this unusual drug. On 
the basis of this study, reserpine is regarded 
by these investigators as the chief active prin- 
ciple of Rauwolfia serpentina. 


Crystoserpine—reserpine, Dorsey —is valuable 
in all grades of essential hypertension. In the 
milder forms and in labile hypertension, it usu- 
ally suffices alone. In the more severe forms, 
it reduces the amounts required of more potent 
antihypertensive agents. 


In addition to lowering the blood pressure 
through central action, Crystoserpine induces 
a state of calm tranquility. Emotional tension 
is eased, the outlook improved. 


There are no known contraindications to Crys- 
toserpine. Average dose, 0.25 mg. to 1.0 mg. 
daily. Supplied in 0.25 mg. scored tablets. 


SMITH-DORSEY ° Lincoln, Nebraska A Division of THE WANDER COMPANY 
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THE MARY POGUE SCHOOL 


Complete facilities for training retarded and epileptic children edu- 
cationally and socially. Pupils per teacher strictly limited. Ex- 
cellent educational, physical and occupational therapy programs. 


Recreational facilities include riding, group games, selected movies 
under competent supervision. 


Separate buildings for boys and girls under 24 hour supervision 
of skilled personnel. 


Catalog on request 
G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


33 GENEVA ROAD, 


WHEATON, ILLINOIS 
(near Chicago) 


Classified Ads 


insertion, $3.00; 3 insertions, $8.00 6 $14.0 12 
from 30 to 50 1 insertion, $4.00 $10.00; 
6 insertions, $20.00; 12 insertions, $30.00. Extra words: 1 insertion 
10¢ each; 3 insertions, 25c 6 insertions, 40c each; 
each. A of iy creed for thom have answers 
sent care of the Journal. Gad 

WANTED: Qual. gen’'l. a for mod. equip. 20 bed hosp. located city 
6000 Sou. West. Wisc. Lib. salary plus percentage bonus. Opp. associ- 


ate. Excel. educ. facil. Box 216 Il. Med. Jl., 185 N. WabdSh, Chicago 2. _ 


WANTED Laboratory Technician, registered, for midwestern medical group 
of eight. Excellent facilities and liberal salary. Write Box 217, Illinois 
Medical Journal ,185 North Wabash Avenue, Chicago 1, Illinois. 


ELECTROMY OGRAPHY 

Electromyograms may be accepted as conclu- 
sive evidence of poliomyelitis in persons desiring 
to qualify for assistance from a poliomyelitis aid 
fund. Also, muscular dystrophy is sometimes 
distinguished from either poliom¥elitis or upper 
or lower motor neuron disease by electromyog- 
raphy. Other distinctions possible are those of 
primary muscle atrophy from progressive spinal 
muscular atrophy; late distal myopathy from 
peroneal spinal muscle atrophy (Charcot-Marie- 
Tooth type), and proximal myopathy from proxi- 
mal spinal muscular atrophy. In conditions in 
which muscular dystrophy is combined with 
disease of the lower motor neuron the relative 
importance of each can be determined. A. A. 
Marinacci, M.D., The Value Of Electromyog- 
raphy In Neurology. California Med., April 1954. 


In 1953, 21,400,000 Americans were injured 
and 38,500 Americans were killed in traffic acci- 
dents. 


DIVERTICULOSIS 

It has been estimated by one group of reliable 
investigators that at least 10 per cent of adults 
examined radiographically by means of the bar- 
ium enema have diverticulosis. Other estimates 
run slightly to considerably higher ; indeed, one 
estimate runs as high as 20 per cent of all the 
adult population above 50 years of age. If this 
‘figure is acceptable, diverticulosis must be con- 
sidered the most common disease of the gastroin- 
testinal tract. In this large group of people, one 
in 10 has diverticulitis, either clinically or 
radiographically or both. Charles S. White, Jr., 
Diverticulitis as A Surigival Entity. M. Ann. 
District of Columbia, March 1954. 


EPILEPSY AND THE LAW 

The epileptic is a normal person the great 
majority of the time. The man who has two 
seizures a year is perfectly competent except for 
ten minutes twice a year. The restrictions are 
not only in the minds of the people; they are 
in the lawbooks of the nation. There are states 
in which it is illegal for an epileptic to marry. 
In most states there is difficulty in obtaining a 
driver’s license. The compensation insurance 
laws do not allow the second injury clause in 
most areas, so that these people cannot be prof- 
itably employed. Francis M. Forster, M.D., 
Therapy In Epilepsy. M. Ann. District of Colum- 
bia, March 1954. 


é Treating alcoholism and other problems of addiction. 
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